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Primary Chorionepithelioma of the Ovary * 
By Joun S. Farrparrn, M.A., M.B. (Oxon.), 


Assistant Obstetric Physician, St. Thomas’s Hospital. 


Tue case of primary chorionepithelioma of the ovary, on which this 
paper is based, came under my notice over two years ago. I have 
allowed this time to elapse before reporting it in order to be able to 
give something of the after-history of the patient, and perhaps I 
would have waited still longer had not the publication of two very 
similar cases from Professor Doederlein’s Klinik determined me not 
to delay further. 

The patient was a married woman of 25. She was married at the 
age of 20 and had had three children and one miscarriage between 
the first and second child. The last child was born in February, 
1905, when there was some difficulty at the confinement, the 
placenta having to be removed by hand. Three weeks afterwards 
she went into the Infirmary for “white leg.” The child was nursed 
for twelve months, and after weaning menstruation recommenced. 
The first period was normal, the next one followed three weeks later, 
and from then there was a continuous slight loss nearly every day, so 
that the patient could keep no proper count of the occurrence of the 
periods. At no time was this loss excessive or such as to suggest to 
her that she might have had a miscarriage. This state of affairs 
continued till November, when the loss ceased after an attack of 
influenza with general pains. When she began to get about after 
this illness, the pains became localised in the left side and lower 
part of the abdomen and she suffered a good deal from sickness. 
About a fortnight before Christmas she noticed a tender lump in the 
left side of the abdomen, and the medical man whom she consulted 
advised her to come to the hospital. She was admitted to St. 
Thomas’s on December 28, 1906. 

On examination, a tender, hard, elastic swelling was found on 
the left side of the abdomen, reaching up to the level of the 
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umbilicus. On bimanual examination it did not appear to be con- 
nected with the uterus, and was thought to be an ovarian cyst with 
a twisted pedicle. 

Operation, January 3, 1907. On opening the abdomen, the 
tumour was seen to be covered with a thin white capsule, through 
which showed the dark bluish-red colour of the tumour substance. 
It was very adherent, especially about the level of the pelvic brim, 
and burst during its separation and allowed of the escape of material 
so like blood-clot that it at once suggested the possibility of an 
ectopic pregnancy. When isolated it was found to be a growth of 
the left ovary but without any twisting of the pedicle. It was 
removed, and the ovary of the other side also, partly because it was 
cystic and involved in the adhesions, and partly as a prophylactic 
measure in view of the evidently malignant character of the primary 
growth. 

The patient made a good recovery, and has remained well up to 
the present time. She has had complete amenorrhea since the 
operation, and except for flushes and heats for a few months, has had 
no abnormal symptoms. There has been no uterine hemorrhage or 
discharge of any kind. 

The tumour is of about the size of a small cocoa-nut, measuring 
4} by 3 inches. It is ragged and torn, owing to its having ruptured 
during removal. The surface is nodular and is covered with the 
stretched out tunica albuginea of the ovary. The cut edge of the 
broad ligament can be seen but no trace of the Fallopian tube is 
recognizable. On section it is seen to be made up of a deep red 
hemorrhagic mass, covered with a thin capsule of ovarian tissue. 
The deep red colour of the cut surface is interspersed with lighter 
areas, giving it a mottled appearance, and there are fibrous-like 
strands running through it. 

Microscopically the greater part of the tumour is found to be 
made up of blood-clot, fibrin and necrotic tissue. The chorion- 
epitheliomatous structure is seen best in portions taken from just 
under the capsule. 

The sections show the remains of the ovarian tissue with follicles 
and corpora albicantia, and between it and the main mass of clot 
and fibrin are syncytial masses with small polyhedral cells. 
The syncytium is especially well developed and forms on the 
surface of the blood-clot an irregular meshwork of vacuolated 
protoplasm. There are numerous nuclei of varying shapes, mainly 
oval or crescentic, and differing considerably in the amount of stain 
they have taken up. For the most part they have stained deeply. 
Small compressed masses of polyhedral cells are seen below the 
syncytium and running in between its strands. Here and there are 
isolated mononucleated cells. Among the masses of blood-clot are 
collections of inflammatory leucocytes mainly of the polymorpho- 





Section of Growth x 65, showing chorionepitheliomatous structure 


A—Blood clot, fibrin and necrotic tissue. C—Small polyhedral cells. 
B—Syncytium. D—Spaces containing blood. 
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nuclear type. In this cellular portion there is a large amount of 
blood, partly clotted and partly free in sinuses between the bands 
of syncytium. No proper stroma or blood-vessels are present except 
in the ovarian tissue remaining on the surface of the growth. No 
traces of teratomatous elements were found in the portions examined. 

The case is described as one of primary chorionepithelioma of 
ovary, and I will therefore begin by noting the points in justification 
of the title I have adopted. 

The naked-eye appearance of the tumour is such as to suggest its 
chorionepitheliomatous nature, though I will confess that at the 
time of its removal it did not strike me as such, and that it was not 
until I had received Dr. Dudgeon’s report of the microscopic 
examination that I recognized how closely the hemorrhagic structure 
of the body of the tumour corresponded to the ordinary chorion- 
epithelioma. Having begun the case from the clinical side and 
never having had a thought of chorionepithelioma, it is not sur- 
prising that the pathological nature of an ovarian tumour of so 
unusual and unexpected a kind was overlooked in spite of its char- 
acteristic appearance. The moment I heard the report from the 
Clinical Laboratory I could only wonder that no thought of 
chorionepithelioma had crossed my mind. 

The structure of the growth is made perfectly plain by a study 
of the microscope sections. The syncytial masses, showing marked 
vacuolation, form a large part of the cellular elements, and with the 
small polyhedral cells, mononuclear and multinuclear isolated cells, 
and the huge masses of blood-clot and necrotic tissue, present the 
typical histological characters of chorionepithelioma. 

The other part of the title which has to be justified is the word 
“ primary.” 

Although the patient had been pregnant four times, there is no 
history to indicate anything of the nature of a cystic mole or of 
chorionepithelioma elsewhere. The uterus and vagina were 
apparently free, and the fact that no other growths have ocurred, 
though over two years have elapsed since the operation, seems to be 
sufficient evidence that the growth was one solely and primarily 
affecting the left ovary. At the same time it is quite evident that 
the tumour cannot have been of anything like so malignant a nature 
as is usual with such growths, as it had extensive adhesions to the 
posterior abdominal wall at the level of the pelvic brim and, being 
of a soft and friable nature, ruptured during removal so that a 
certain amount of the clot-like material was extruded into the 
abdominal cavity, and yet no immediate recurrence took place. It 
is, however, well known that there are remarkable variations in the 
malignancy of these tumours. Teacher called attention to this in 
his valuable monograph on the subject, and mentions that Pick 
described his first case of primary disease in the vagina as 
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“chorionepithelioma benignum.” Among the favourable cases col- 
lected by Teacher, attention may be drawn to that of Cazin-Segond, 
in which there was a primary focus in the posterior wall of the 
uterus and a metastasis in the right ovary, and yet the patient was 
free from recurrence three years after operation. A full discussion 
of the malignancy and prognosis in tumours of this nature will be 
found in Teacher’s paper. 

Several instances of primary chorionepithelioma of the ovary have 
been described, most of them having arisen in connection with 
teratomata of that organ. Some years ago Pick collected seven, 
some cystic and some solid, which he very carefully investigated and 
described. Michel described a case as one of carcinoma of the ovary, 
with secondary chorionepitheliomatous deposits in the abdominal 
cavity, which involved him in a lively controversy with Pick, who 
maintained that this case was similar to those described by him. 
Schmaus also recorded a case like that of Michel. 

Two papers on primary chorionepithelioma of the ovary have 
appeared recently, and I have chiefly relied on them for information 
on the subject. These are an Inaugural Dissertation from Tubingen 
by Assmuth, and a paper in the Archiv fiir Gyndkologie, 1908 (Bd. 
lxxxv, p. 415) by Iwase. Both these papers contain the same case 
from the Tiibingen Klinik, but Iwase has a second from the Munich 
Frauenklinik. Both cases were operated on by Doederlein. Iwase 
considers that the ovary is by far the most unusual site for extra- 
uterine chorionepithelioma, and he and Assmuth are agreed in con- 
sidering that the only case previously recorded which can be con- 
sidered on all fours with theirs is one of Kleinhans’, which possibly 
may have arisen in a left-sided ovarian pregnancy. 

In the first of these cases of Doederlein’s, the patient was a 
woman of 31, who had had two normal confinements and complained 
of abdominal pain, especially in the right side, and of vaginal 
hemorrhage. The last menstrual period had occurred at the be- 
ginning of April, 1907, and at the end of May severe hemorrhage 
had begun which continued with short intermissions up to the time 
of her admission to the Klinik on July 17. Three tumours were 
found in the vaginal wall; the largest, the size of a hen’s egg, was 
just under the urethra, the other two, the size of a hazel nut, were 
on the posterior wall. The uterus was normal, but to the right was 
a round, movable tumour, of the size of an apple. The diagnosis of 
extra-uterine pregnancy was made, the importance of the vaginal 
tumours being overlooked. 

On opening the abdomen a tumour of bluish-red colour was dis- 
covered involving the right ovary, of the size of two fists and free 
from adhesions. This was removed. The left appendages were 
normal. The vaginal tumours were also removed, the largest one 
under the urethra being too diffuse to permit of radical extirpation. 
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Curettage was also done but showed nothing beyond the usual 
“endometritis glandularis.” The vaginal growths rapidly recurred, 
and the patient was discharged from hospital with signs of metastases 
in the lungs, and died within a month of the operation. There was 
no post mortem examination. The section of the tumour showed 
numerous blood masses between which ran fibrous bands, thus 
giving it an appearance very like that of the placenta. The vaginal 
tumours showed a similar structure. 

Microscopic examination showed that the main part of the 
tumour was made up of necrotic tissue and blood fibrin, among 
which were broken-down tumour cells and blood corpuscles. The 
structure of the new growth was best seen near the periphery, 
between the necrotic tissue and the remains of the ovarian tissue. 
It presented the usual syncytial meshwork with Langhans’ cells. 
Serial sections through the tube gave no sign of tumour elements, 
and the uterine mucosa removed by curetting showed no evidence of 
decidual reaction. The nodules from the vagina had a similar 
structure to that of the main growth. 

The second (Munich) case was that of a woman of 42, who was 
admitted to the University Frauenklinik on October 9, 1907, com- 
plaining of severe abdominal pain of six weeks’ duration. She had 
had 11 pregnancies, one of them ending in an abortion at the third 
month, and in the last two labours the placenta had been adherent 
and was removed manually. Otherwise there was nothing unusual 
in her history. Menstruation had been quite regular up to June, 
1907, and after then it had ceased. For three weeks before admission 
there had been a slight loss, amounting only to a few drops of blood. 

On examination the uterus was found to the right of the middle 
line and of the size of a goose’s egg; on the left, connected with it 
and inseparable from it, was a hard tumour the size of a man’s head. 
On October 15, and again on October 17, there was a slight loss of 
blood. Operation was performed on October 21 by Prof. Doederlein. 
On opening the abdomen a bluish-black tumour was seen reaching up 
to the umbilicus. On section it exhibited hemorrhagic character- 
istics, which suggested its being a chorionepithelioma following a 
tubal gestation, and therefore an extensive operation analogous to 
Wertheim’s was done, and the uterus and its appendages with the 
parametrial tissue and the upper third of the vagina were freely 
removed. The patient was discharged on November 9. 

The tumour of the left ovary was of the size of a child’s head, was 
round, nodular, and of a friable consistence. On section it showed 
a placenta-like structure. The tube appeared normal. The uterus 
was somewhat enlarged, but except for an area on the posterior wall, 
to which the ovarian tumour had been adherent, showed nothing 


abnormal. The portion of the tumour adherent to it did not involve 
the uterine wall. 
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The right ovary contained a small metastatic nodule the size of 
a hazel-nut and of the same hemorrhagic structure as the main 
tumour. The tube of this side also was quite normal. The micros- 
copic examination was much the same as in the first case. The main 
part of the tumour was made up of masses of blood-clot with necrotic 
débris, and the cellular portions were made up of syncytial elements 
and Langhans’ cells. The metastasis in the right ovary showed the 
same structure as the primary tumour. Both tubes were free from 
tumour elements. The uterus was also free from tumour cells and 
its mucosa showed no trace of decidual change. 

In discussing these two cases Iwase considers the vaginal nodules 
as secondary metastatic growths in what is the favourite situation 
for such metastatic growths in the case of chorionepithelioma, but 
the nodule in the right ovary in the second case he considers as 
occurring in a very unusual site. In discussing the occurrence of 
chorionepithelioma outside the area of the implantation of the 
ovum he mentions three possible explanations. According to 
Schmorl we may have to do with a case of circumscribed chorion- 
epithelioma or cystic mole, which has been completely extruded 
from the uterus without leaving any trace in the uterus itself but 
which, through transportation of the tumour elements, has given 
rise to a growth at the site where they have settled, so that it appears 
to be primary. 

Pick and others do not consider the previous occurrence of a 
circumscribed chorionepithelioma or cystic mole as essential, as they 
consider that the transportation of villi from the normal placenta is 
sufficient to explain the formation of the growth at the site of 
transplantation. 

The third view is that the tumour may have arisen as a meta- 
stasis from a teratoma with chorionepitheliomatous parts. In the 
case of ovarian chorionepithelioma there are two further possibilities. 
It may have arisen from an ovarian pregnancy or from a teratoma of 
the ovary as in the case of similar tumours in the testicle and 
elsewhere. 

Iwase considers that although it is impossible to speak with cer- 
tainty as to the presence of a teratoma, such is extremely unlikely, 
as in none of the many sections examined was any sarcomatous or 
other malignant degeneration found, nor were there any traces of 
unusual tissue elements. Again, with regard to the possibility of its 
arising directly from pregnancy, a very careful examination of 
the genital organs produced no evidence of any changes due to 
gestation, so that, although menstruation was absent once in the 
first case and three times in the second case, and in both cases some 
irregular bleeding accompanied the abdominal pains, too much re- 
liance must not be placed on these clinical symptoms in the absence 
of microscopical evidence of pregnancy. 
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The case of Kleinhans, which Assmuth and Iwase consider as the 
only one like theirs hitherto recorded, was a hemorrhagic tumour of 
the left ovary which histologically presented all the signs of chorion- 
epithelioma. It was partly surrounded by a capsule which contained 
ovarian tissue. The tubal mucosa was intact but there were some 
small tumour nodules in the wall. The patient died shortly after the 
operation, and at the post mortem metastases were found in the 
lungs and in the vagina. The uterus and the adnexa of the other 
side were free. Kleinhans was not satisfied that there had been a 
preceding ovarian pregnancy. The clinical details of this case are 
not sufficient for the purposes of this paper, and I will therefore con- 
fine myself to a consideration of the two cases of Doederlein’s, which 
are extremely interesting as forming a very close parallel with the 
one I have just recorded. They all occurred in multiparous women 
in the childbearing period of life (ages 25 to 42), and without any 
history of a preceding cystic mole. There was some disturbance of 
the menstrual function, but abdominal pain was the marked symptom 
in them all. The tumours were similar in their characteristics; not 
large, of a dark bluish-red colour and encapsuled in the remains of 
the ovary. The cross section had the same hemorrhagic appearance, 
which was compared by Iwase to placenta. Microscopically, they 
presented the usual characters of chorionepithelioma, and judging 
from the descriptions of the two other cases the tumour elements 
were best observed beneath the capsule and between it and the mass 
of blood-clot and necrotic tissue as described in my case. In none of 
them was there any evidence of teratomatous structures or of immedi- 
ately antecedent gestation. In Doederlein’s cases there were meta- 
stases, in the vagina in one case and in the other ovary in the other, 
but none in my case. Rapid recurrence followed the operation in 
Doederlein’s first case, and his second case is too recent to speak of 
definitely ; in my case there is no recurrence up to the present. 

These cases appear to me to be quite different to those recorded 
by Pick. Apart from the absence of positive evidence of an origin 
from teratomatous elements, attention may be directed to the follow- 
ing points of difference. 

Among Pick’s cases were several among young girls, and on the 
whole the average age was somewhat lower than in the series quoted 
above. One patient was 9 years old, and the others 16, 17, 21, 24, 
30 and 36 respectively. Except one (the patient of 21) all were nulli- 
parous women. In Michel’s case the patient was a young nullipara 
of 16, with infantile genitalia. 

The extremely malignant character of the growth in Pick’s cases 
is shown by the fact that of the six cases in which a record of the 
result is given, four patients died within a few months of operation, 
one a year after, and one only is mentioned as being alive for over 
a year. 
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The definite evidence of teratomatous structures in these tumours, 
the more mixed nature of the tumour elements, their occurrence in 
young girls before the child-bearing age, and in nulliparous women, 
make it unlikely that the tumour under consideration in this paper, 
and the two similar ones from Doederlein’s Klinik, are of a like 
origin, quite apart from the fact that no evidence of teratoma is 
forthcoming. 

Further than this any discussion as to the origin of these growths 
of the ovary must be purely speculative. There is no evidence of a 
preceding ovarian pregnancy, and considering the rarity of this 
variety of ectopic gestation, such an explanation would involve the 
assumption of the occurrence of a very rare sequel of pregnancy on 
the top of an extremely rare form of pregnancy. In the meantime I 
would accept Pick’s view as to their possible origin from the trans- 
ported villi of a normal placenta, for the patients in whom these 
growths occurred were multipare and, curiously, in two of them 
manual removal of the placenta was practised in the labours 
immediately preceding the commencement of symptoms. 


Full references to the literature of the subject will be found in 
Teacher’s monograph (Journ. of Obstet. and Gynecol. of the Brit. 
Emp., vol. iv, p. 1) and in the papers mentioned. 
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Polypoid Endometritis, a Complication of Pregnancy 
and the Puerperium. 
By Frank A. Nyvtasy, M.B., Ch.B. (Melb.). 


Tus contribution is the result of an inquiry begun ten years ago in 
order to ascertain the nature of certain cases necessitating the opera- 
tion of curettage in the puerperium. The greater part of the work 
was done in an unpretentious laboratory in my own house, but the 
final details were completed in Professor Allen’s laboratory, in the 
University of Melbourne. 

My attention was first directed to the question in studying the 
subject of adherent placenta. I had often found in removing what 
I at first believed were merely placental remnants, that much of the 
tissue separated by the fingers and the curette had, even to the naked 
eye, no resemblance to the ordinary placental structure, but the 
difficulty was to find out exactly what it was. The microscopic 
diagnosis of scrapings of any kind presents extreme difficulty even to 
the most skilled pathologist, and this difficulty is intensified in the 
present instance, because comparatively little is known of the patho- 
logical changes occurring in the mucous membrane of the uterus 
during pregnancy. 

For a very long time I could make practically nothing out of the 
tissues examined, and the many failures were simply heart-breaking ; 
but one day it occurred to me that the morbid process most commonly 
met with in my cases, might be analogous to the condition described 
by Virchow, as far back as the year 1861, as “ Endometritis Decid- 
ualis Polyposa,” from the naked eye examination of a single case 
which had come under his observation. Since Virchow’s time the 
condition has been regarded more or less as a pathological curiosity, 
yet I hope to prove by submitting the pathological findings of actual 
cases, together with certain other evidence, that not only is polypoid 
endometritis not a malady of great rarity, but, on the contrary, is 
one of much frequency, attended by serious and sometimes fatal 
consequences, and liable to be met with in any woman during the 
child-bearing epoch. I believe it accounts for much of the otherwise 
inexplicable mortality still occurring among puerperal women as the 
result of sepsis, more especially in private practice, in spite of the 
improved modern methods in the conduct of delivery now generally 
adopted. 

PaTHOLOGY AND Morpip ANATOMY. 


Polypoid decidual endometritis is the most important disease of 
the decidua, and is a frequent cause of abortion. At one time it was 
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universally maintained that endometritis was a bar to conception. 
More recent investigations prove that this is not so, but that endo- 
metritis is the most important factor in the production of abortion. 

Schroeder says that polypoid decidual endometritis is a disease of 
early pregnancy, all the cases hitherto recorded having occurred 
between the end of the second and the beginning of the fourth month. 

I take the matter a step further and say, as the result of my own 
investigations, that endometritis, even in a marked degree, is not 
necessarily a cause of abortion, but that the pregnancy associated 
with it may advance to the full term, and give no apparent trouble 
to either child or mother till the puerperium has been reached, when 
hemorrhage, and especially septicemia, may supervene. 

Polypoid decidual endometritis is a result of pre-existing chronic 
endometritis beginning prior to, or coincidentally with, pregnancy, 
and continued into the puerperium, during which acute processes 
are grafted upon the chronic condition in consequence of septic 
infection. 

The endometritis of pregnancy has its prototypes in the ordinary 
glandular, interstitial or polypoid forms of endometritis met with in 
the non-pregnant uterus. It may, therefore, in most cases be looked 
upon merely as the extension of a lesion already existing at the time 
of conception, and modified by the changes incidental thereto. 

The most conclusive evidence, however, that polypoid endome- 
tritis usually commences prior to, or during, pregnancy is furnished 
by the fact that in many cases it was found to be distinctly syphilitic 
in origin, as evidenced by the history and microscopic appearances 
of the cases examined. 

An interesting point was that in many instances the mothers 
showed no external signs of constitutional syphilis, thus illustrating 
Colles’s law; but that the mother does not become actually immune 
and escape serious lesions in these cases was shown by the very 
existence of syphilitic endometritis. 

In the microscopic diagnosis of syphilitic endometritis I place 
considerable reliance on endarteritis obliterans when present in a 
marked degree, though according to Eden (the Journal of Pathology 
and Bacteriology, January, 1896) it is a normal condition in the ripe 
placenta. 

Even when there are no external signs or history of syphilis in 
patients suffering from polypoid decidual endometritis, the disease 
may still be shown to have had a chronic origin, for polypoid masses 
removed within the first few days of the puerperium often show very 
thick-walled arteries, considerable organization of the large throm- 
bosed sinuses (dilated capillaries), some of which are converted 
almost entirely into connective tissue, and new formation of fibrous 
tissue. (Fig. 111.) 

Signs of recent inflammatory reaction are chiefly shown by small 


























FIC. I. 


Vertical section through the uterus at the placental site, showing enormous 
sinuses, even larger than usual, containing dark clotted blood, and marked ingrowth 
of the uterine muscle. Post mortem: There was also slight but widespread atheroma 
of the aorta. 
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FIG. IT. 


The adherent placenta is seen hanging downwards towards the os, and the 
marked ingrowth of the uterine muscle into it is particularly well shown. 
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FIG. III. 

Showing thick-walled arteries and endarteritis obliterans open venous spaces, but 
the great venous sinuses are not shown in this section. Below is a dilated gland 
lined with columnar epithelium. The stroma consists of decidual cells and fibrous 
tissue with some muscular elements. 





FIG. FV. 


The series of enormous sinuses in this section recall the telangiectases of some 
fibroids. They are in various stages of organization, some almost, some completely. 


obliterated, lie in muscular and fibrous tissue. 
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round celled infiltration, small extravasations of blood and young 
fibroblasts in all stages of growth. 

Some authorities state that polypoid decidual endometritis is 
merely a hypertrophy of the decidua, that is, a uniform increase of 
all its tissue elements, either in size or number; but my sections show 
extraordinary development of some of its constituents, notably the 
vessels, less so the interstitial portion, while very few glands are 
found in full-time pregnancy. (Fig. iv.) 

The extraordinary vascular development of most of the cases 
accounts for the severe, sometimes alarming, hemorrhage often 
attending the removal of polypoid “growths,” the venous sinuses 
being increased to very many times the size of those usually found 
at the placental site after normal labour. They are mostly full of 
blood, sometimes. fresh, sometimes thrombosed, or in various stages 
of organization. In some cases they are almost completely converted 
into fibrous tissue. They are rounded or irregular in shape, and 
often occur in fantastic groups. Their walls cannot be defined as 
consisting of distinct layers. Their lumina are sometimes divided 
into two or three compartments by endothelial proliferation or 
connective-tissue formation. 

The more or less flattened, elongated, ordinary venous spaces are 
mostly empty, except for a few blood corpuscles, and are lined with 
a single layer of endothelium, which at times is actively prolifer- 
ating. 

According to Virchow and others the openings of dilated glands 
may be seen with the naked eye on the surface of the polypoidal 
tissues. My microscopic examination shows that this statement is 
not correct, for these so-called dilated glands are nothing but 
vascular channels from which the blood has run out. 

The arteries are mostly thick-walled, often thrombosed, and 
frequently obliterated by endarteritis. They and even the veins in 
syphilitic cases show the signs characteristic of that disease. 

In some specimens decidual cells, rounded, oval, polygonal or 
flattened are found over fairly large areas, often separated by fibrous 
tissue; in others they persist as so-called decidual islands, but some 
of these latter may really be trophoblastic remnants. 

There is, however, one point of special interest which, I believe, 
has not been referred to by other writers, and that is the frequency 
with which new muscular elements are found in the scrapings from 
the placental site in cases of polypoid endometritis. This, after all, 
is partly in accord with anatomical fact, for, as Webster and others 
say, the outer wall of the mucosa, receives projections from the 
muscularis without the intervention of any submucous layer; in fact, 
the greater part of the uterus is morphologically muscularis mucose. 
Comparative anatomy supports this view. Muscular ingrowth is well 
shewn in figures i and ii, the result of inflammation. 
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In several sections a few villi are found attached to the polypoid 
tissues, and in one case several villi lie in contact with an opened-up 
sinus. 

This suggests the relationship between adherent placenta and 
polypoid decidual endometritis. One of Professor Allen’s specimens 
shows a placenta attached to a base of polypoid endometritis, but 
want of space prevents its inclusion among the illustrations. 

Endometritis causes similar trouble in animals such as the horse 
and the cow, and death from sepsis may result. 

On the other hand, it is extremely important to notice that in 
many of these cases in women, the placenta may be expelled without 
expression, and apparently “ complete,” leaving on its site large or 
small, irregularly rounded, or dome-shaped masses of chronically 
inflamed decidua so full of vessels as to resemble cavernous angio- 
mata. 

These masses are favourable beds for the development of septic 
organisms, and account for many of the cases where the most careful 
practitioners have apparently “left something behind,” even after a 
minute scrutiny of the expelled placenta, including its examination 
under water. 

Sepsis in the retained masses is predisposed to by so-called necro- 
biotic changes, and I have in several specimens found the same 
difficulty in staining the nuclei of the ingrowing muscular elements 
as Fairbairn says is met with in necrobiotic fibroids. 

Edgar says that, “ When delivery occurs with pre-existent endo- 
metritis, puerperal morbidity should be almost assured,” etc. 

I say that if the endometritis is polypoid in form, a pathological 
puerperium is inevitable, especially when it is remembered “ that 
pathogenic organisms are present upon the inner surfaces of the 
labia, and the margins of the hymen in at least 60 per cent. (Edgar 
says in all cases) of pregnant women ” (Whitridge Williams); and 
further, that “ there may be lodging in the uterine mucous membrane 
some pathogenic germs which had caused an interstitial endometritis, 
and the woman having become pregnant, there is present in the 
uterine cavity, even before labour, an efficient cause, perhaps, of 
virulent sepsis after delivery. Cases which have followed child-birth 
in this way have been recently ‘reported by Gottschalk and Immer- 
wahr ” (Hirst). 

Incidentally it may be remarked that Ahlfeld has collected the 
records of 23 fatal cases of puerperal infection, in which no examina- 
tion had been made by any of the attendants prior to the develop- 
ment of sepsis, the primary cause of death in the majority of these 
cases being the retention of decidual or placental remnants. 

Summary of pathology. From all this it will readily be seen that 
polypoid decidual endometritis is neither a hypertrophic nor an 
adenomatous condition, as formerly taught, but is a combination of 
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chronic endometritis and metritis, exaggerated by pregnancy, and 
usually showing the signs of acute inflammation grafted upon the: 
old chronic trouble as the result of sepsis in the puerperium. 


THE FREQUENCY oF PoLtyrorp Decipvat ENDOMETRITIS. 


(a) My cases. During the past ten years, I have met with over 
100 cases in private and hospital practice, and, at the very lowest 
estimate, I should say that it will be encountered in from 3 to 5 per 
cent. of all pregnancies, whether ending prematurely or at full time. 
If we reckon the birth rate of the world as something near 34 per 
1,000 of the general population, the figures which represent the 
actual number of cases of polypoid d. endometritis must be very 
large indeed. 

(6) Abortions. Endometritis—glandular, interstitial, or polypoid 
—is to-day considered the most important factor in the production 
of spontaneous abortion. 

Abortion, roughly speaking, occurs once in every six cases in 
private practice (Williams), once in every sixteen cases in dispensary 
practice (Edgar), and once in every thirty cases in hospital practice 
(Kotunda). 

As the majority of these abortions are caused by decidual endo- 
metritis it may be inferred, on this ground alone, that the disease is 
much more frequent “than is commonly suspected.” 

Ahlfeld and myself have found that the polypoid is the form of 
endometritis usually associated with aborted ova. 

(c) Many cases of adherent placenta are due to it. I find adherent 
placenta, in the majority of cases, is really a condition superimposed 
upon and secondary to polypoid endometritis, for which it is usually 
mistaken. But from a pathological, surgical and medicolegal stand- 
point, the existence of polypoid endometritis in the puerperium is of 
infinitely greater importance than the fact that there may be 
fragments of placenta adhering to the polypoid masses, because it is 
essential to remove these masses in order to save the life of the 
patient. 

To show how readily the two conditions are mistaken, even by 
experienced surgeons, I need only refer to a paper by Dr. A. Nyulasy, 
gynecologist to the Perth Hospital, Western Australia, on “ Fifty 
Consecutive Ceeliotomies.” 

Commenting on a case of perforated uterus, the result of a 
criminal abortion, the writer states that “at the autopsy, a layer of 
fibrous leathery placenta was still adherent, although practically all 
the ordinary spongy placenta had been removed by the curette at 
operation. What remained of the placenta could only be peeled off 
with difficulty, even with the uterus laid open upon the table. This 
indicates how difficult it is to deal with some cases of adherent 
placenta in the living subject. I have met with several cases of this 





14 Journal of Obstetrics and Gynecology 


leathery placenta in the hospital, and have found it difficult to catch 
up the tough and fibrous material with the ordinary sharp curette.” 

Since the above was communicated to the Australasian Medical 
Congress, the writer has sent me specimens of this “leathery 
placenta,” or “tough fibrous material,” and on microscopic examina- 
tion I found them to be good examples of polypoid d. endometritis. 
A photomicrograph of one of these specimens with its enormous 
sinuses is appended (Fig. iv). Adherent placenta in animals has 
been referred to. 

According to the Rotunda Hospital reports for the years 1889 to 
1900, adherent placenta on an average occurs once in every 86°33 
pregnancies. And from what has gone before, I think it may now 
be admitted that a good proportion of these adhesions were caused by 
polypoid endometritis. 

(d) Professor Allen’s specimens. Furthermore, in the almost 
unrivalled collection of pathological exhibits secured for the medical 
school of the University of Melbourne by Professor Allen, there are 
a large number of specimens which, for purposes of identification, 
are at present labelled “lumpy placenta.” I have made a micros- 
' copic examination of a number of these, and find them to be good 
examples of polypoid endometritis. Having established this fact, 
the rest of the specimens were generally easily recognisable, on their 
naked-eye appearances alone, as examples of the same condition. 
Death in all these cases was due to septic infection. 

I am convinced that on careful examination, many similar 
specimens will be found in other museums, which are at present 
classified under a different heading, such as placental polypus, etc. 

A consideration of the foregoing facts makes it obvious that 
polypoid d. endometritis is a much more frequent condition than 
previous authoritative opinion has led us to believe. 

Symptoms. They are practically those usually attributed to 
adherent placenta, namely, rise of pulse, then of temperature, with 
a rigor, to 103° or 104°F. Feetor of the lochia may be entirely absent 
as I pointed out as far back as the year 1896. 

Profuse secondary hemorrhage is not common, but a sudden 
rather free flow after its partial stoppage is suggestive. 

Diagnosis. This depends on the presence of subinvolution, a 
patulous os, generally admitting two fingers, and in the uterus a 
mass of varying size, usually covered with blood-clot, together with 
the symptoms above described. 

Prognosis. This depends on the virulence and dosage of the 
infecting organisms, and the tissue resistance of the patient, but 
chiefly on the promptitude and efficiency of the removal of the 
“ orowths ” after labour or abortion. 

Practically every case recovers if the operation is done early, but 
the danger is extreme if it is delayed. 





Nyulasy : Polypoid Endometritis 15 


Of course, I exclude cases of infection by organisms of the 
highest degree of virulence, where the patient is overwhelmed by 
vidfent septicemia, and dies in spite of any treatment known to man, 
in 18, 24, or 36 hours after its onset, and before there is time for the 
development of obvious pathological changes. 

Treatment. In my opinion, early curettage, with the use of the 
ungloved finger, or fingers, and a large-looped moderately sharp 
curette is essential for the satisfactory removal of polypoid condi- 
tions of the endometrium in the puerperal woman. 

The only serious argument that, in my opinion, has ever been 
urged against the use of the curette is the danger of opening up 
fresh lymphatic spaces. 

That argument in the present case is, however, easily disposed of. 
There is no way to cleanse effectively the interior of the uterus of 
infected polypoid outgrowths except by the combined use of the 
fingers and the curette (in some cases it may be done by the curette 
alone), but in the removal of such outgrowths “the opening up of 
fresh lymphatic spaces” is inevitable; yet this does not interfere 
with the recovery of the patient. In some of these cases the growths 
have practically to be dug out. 

The first case of hysterectomy for puerperal infection was done 
some years ago in connexion with a portion of placenta adhering to 
the uterus; and Hirst figures in his latest edition a uterus showing 
“a hypertrophied mass of infected decidua” for which he also 
performed that serious operation. 

By the early resort to the method I advocate, such a formidable 
operation as hysterectomy in such cases would never be needed. 

In conclusion, I may say that if the true nature of polypoid 
decidual endometritis is thoroughly understood by the profession at 
large and the treatment advocated is promptly and efficiently carried 
out, a great reduction in the number of deaths from puerperal sepsis 
among child-bearing women all over the world may be anticipated. 
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A Short Experience of Scopolamine- Morphine 
Narcosis in Labour. 


By Sir J. Hattmay Croom, M.D., F.R.C.S.E., 
Professor of Midwifery in the University of Edinburgh. 


Since Kronig’s well-known paper was written, the literature about 
scopolamine-morphine narcosis has increased enormously, especially 
abroad. It is beyond the scope of the present paper to give the 
history and development of this form of treatment, but that, I pre- 
sume, is well known. 

It is still a condition where further experience with the drug is 
required before definite conclusions can be reached. I think, there- 
fore, that this method of treatment is well worthy of individual 
trial, and I venture shortly to record my experience of it during 
my service at the Maternity Hospital, along with one or two cases 
which occurred to me in private practice. 

That experience extends over 62 cases. 

As to the dosage, at first I began with small doses of 1/4.) of a 
grain of scopolamine with } of a grain of morphine, and I found in 
these cases that it was unsatisfactory. The results were somewhat 
uneven, but in most cases the painfulness of the uterine contractions 
was diminished, although consciousness was in no way abrogated. 
Strangely enough, with this dose the patients all complained of 
excessive thirst. The effect upon the child was absolutely nil. 

I then tried doses of !/,., of a grain of scopolamine with } of a 
grain of morphine. The result was a greater diminution in the 
painfulness of the contractions. The patient slept in the intervals 
between the pains, and the children were in all cases born vigorous. 

Afterwards I increased the dose to !/,,5. of a grain of scopolamine 
and } of a grain of morphine, and found the results much more 
satisfactory. The painfulness of the contractions was markedly 
diminished, in some cases entirely abolished. The patients slept 
soundly in the intervals between the pains, and in most cases for one 
or two hours after the completion of labour. 

It is to be noted, that with the larger dose of either !/,.. or 
1/,99 of a grain there was never any complaint of thirst, such as was 
so striking with the smaller dose of !/,.. of a grain of scopolamine. 

Seventy per cent. of the children in these cases were born vigorous, 
27 per cent. required slight reviving, and 3 per cent. required 
thorough resuscitation. No children were lost. 

In 37 cases, one injection of the drugs was sufficient to obtain 
the desired effect. In the other 25 cases, one or other, or both drugs 
were repeated in doses varying in the case of scopolamine from ?!/ 4o, 
to 1/,.. of a grain. I found the repetition of the scopolamine pro- 
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longed, and slightly deepened the effects upon the mother and child 
which I have already mentioned, but the repetition of the morphia 
caused a much more distinct increase in the effects, particularly upon 
the child. So much so was this the case that latterly I gave up 
repeating morphia entirely. 

The following is the list of cases : — 

(1) Four cases. One injection only, !/,49, of scopolamine plus 
¢ morphine. Marked thirst. The painfulness of uterine contractions 
diminished. Consciousness not abrogated. Effect on child, nil. 

(2) Two cases. Two injections each, viz.:—one !/49, plus 4 
and subsequently 1/,..; the other !/,,, plus 4 and subsequently 


1/490 plus 1. The latter was a severe case of accouchement forcé. 


Child dead. 

(3) Four cases. One injection of !/.,. plus 1. Painfulness of 
contractions very much diminished. Patients slept in the intervals. 
Children in all cases vigorous. 

(4) 36 cases. One injection only of !/,5, plus 4. Effects upon 
mothers excellent. Painfulness of contractions markedly diminished. 
Patients slept in the intervals and after completion of labour. 
Anesthetic effects marked. 

(5) Two cases. Two injections, viz.:—!/,,, plus 4 and sub- 
sequently 1/,.9. Anzesthetic effect upon mothers marked. Children 
born distinctly sleepy, but easily revived. 

(6) Six cases. Two injections, viz.:—!/,,.. plus 4 and sub- 
sequently !/,59. Effects very much the same as above (par. 5). 

(7) Three cases. Two injections, viz.:—"/,.. plus 4 both re- 
peated. The anesthetic effect on the mother was deepened by the 
repetition of morphia and the scopolamine effect was increased on 
both mother and child. One baby was born quite vigorous, the other 
two were easily revived. Both mothers and children slept for some 
considerable time after labour. 

(8) One case. Three injections, viz.:—*/,., plus 4 and sub- 
sequently !/,., and again later !/,.,. The effects on this case were 
much as above. No marked difference. 

(9) Two cases. Three injections as above with morphia repeated 
in the 2nd injection. The effects were very much the same as above 


(par. 8), only more marked. 


I gave the drug mainly in the second stage of labour and found 
that the results were threefold. 

Firstly, it acted as a soporific, 

Secondly, it produced narcosis and in some cases even complete 
aneesthesia, 

Thirdly, it appeared to cause amnesia, abolishing remembrance 
of the suffering during labour. 

The drne was administered once or twice during the 2nd stare, 
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not oftener. The soporific effects were very marked, the patient, as 
a rule, sleeping between the pains and only awaking to a certain 
limited extent during the acme of the pains. The pains themselves 
were very much modified, the patient complaining only of dis- 
comfort, not actual pain. The sleep after labour lasted for 2 or 3 
hours in most cases. 

The narcotic influence of the drug, as a rule, ensued at the same 
time as the soporific effects, and to a corresponding extent. In some 
cases the patients were conscious of no pain at all, even when the 
head was passing over the perineum. In two cases under the 
influence of two injections of scopolamine, forceps was applied and 
the patients delivered artificially without any suffering. But perhaps 
even more striking is the fact, that in almost all cases the memory of 
the pain suffered was either very much blurred or altogether 
abolished. In several cases the patients woke up two or three hours 
after the completion of labour without any recollection whatever of 
what had taken place, and could hardly be persuaded that their 
labours were over, until their children were produced in evidence. 
In a great many other cases the whole circumstances attending labour 
were a mere reminiscence, and the patients remembered the pains 
only in a vague manner as if they had occurred far away. 

In one or two cases the drug was administered during the first 
stage of labour, and it seemed to hasten the dilatation of the cervix. 
In one primiparous woman the os dilated from the size of a shilling 
to its full extent in less than two hours, the patient being all the 
time under scopolamine, very sleepy, and just conscious. In two 
cases, as I have said, forceps was applied under the influence of two 
injections of scopolamine only, no chloroform was administered and 
the patients remembered nothing whatever after the first injection. 

With the exception of the two cases I have referred to, chloroform 
was always administered when forceps was used. 

In the 63 cases, chloroform was administered in 10 cases altogether, 
and of these 10, 4 were forceps cases. In 2, chloroform was given 
for stitching of the perineum. In one, version was performed. One 
was a breech case in a rickety flat pelvis. In one case, chloroform 
was given because the patient was extremely noisy in spite of scopo- 
lamine and morphine, and was disturbing the hospital. In this case 
scopolamine did seem to have some influence after the patient had 
been quietened by the administration of chloroform, and continued 
for some time to produce a certain amount of narcosis. In one, 
chloroform was given on account of extreme pain towards the end 
of the second stage. 

I noted no bad results whether to the heart, respiration, or pulse, 
and even in the minority of patients who did not respond at once to 
the treatment there were no bad results. 

The only untoward effect, so far as my experience goes, is the 
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fact that the child is often born sleepy and almost comatose, and 
remains so for some time after birth. The child is not actually 
still-born, but it breathes only slowly, does not cry, and has all the 
appearance of being under the influence of the narcotic element. 
This has never been a serious complication, but one easily dealt with 
by the ordinary methods of revival, and no children’s lives were 
sacrificed. 

No untoward events occurred in the administration of the drug 
so far as the mothers were concerned, except perhaps a possible 
tendency to post-partum hemorrhage. In 3 cases of the 62 that 
was noticeable though not to any dangerous extent. Of the 62 cases, 
none were totally insusceptible to the drug, but it must be admitted 
that the susceptibility of patients varied very considerably. In one 
case the result was just the opposite of what was looked for, the 
patient becoming excited—almost violent—and requiring the ad- 
ministration of chloroform. 

The question may be asked: Why not give morphia alone, why 
cover it with scopolamine? For the obvious reason that morphia 
interferes with the efficiency of the labour pains, whereas scopolamine 
does not. Morphia, moreover, interferes with the respiratory centres 
whereas scopolamine does not. 

It appears to me that the cases most suited for this form of treat- 
ment are mostly primipare of highly nervous temperament, and 
them it seems to suit admirably. This is particularly the case in 
private practice, as it enables one to avoid to a considerable extent 
the distress and anxiety to the relatives caused by the outcries of the 
sufferer. Moreover, the drug can, without bad effects, be ad- 
ministered at a considerably earlier stage in labour than is the case 
with chloroform. 

My own experience with the drug has been mostly in the second 
stage of labour, but I have found it of great value in the first stage 
too. It does not delay, in some cases it even seemed to expedite the 
dilatation of the os, as I have already pointed out, and it certainly 
serves to tide the patient in comfort over what is to her so often the 
most tedious and trying part of labour. 

For the proportion of multipare it may be regarded as unnecessary, 
the administration of chloroform at the end of the second stage being 
all that is required in most cases. 

Except in some cases which responded markedly to the drug, such 
as the two cases I have cited, it is distinctly desirable to give 
chloroform in the ordinary way if anything in the nature of operative 
interference or manipulation is necessary. As you well know, the 
injection of scopolamine and morphine is no contra-indication to 
chloroform being given subsequently. On the contrary it is an 
excellent prelude, and is being used to a very great extent as the 
precursor of a general anesthetic by many surgeons. 





22 Journal of Obstetrics and Gynecology 


the ovaries to ablation. Only gross and definite pathological changes 
should incline one to their removal—unless, of course, for some 
specific reason as in the treatment proposed by Sir G. T. Beatson for 
mammary cancer. 

Removal of the ovaries is so frequently attended by mental and 
physical misery, which one need not detail, and by actual mental 
derangement, that one is bound at least to try any remedy, short of 
that, which promises success. In many cases where odphorectomy is 
done to relieve menstrual or other ovarian disorder this fails to 
mitigate the pain, and the symptoms here alluded to may be added 
to the previous ones. The explanation of such failure is possibly that 
a neuritis has been set up in the ovarian nerves, and this is not 
remedied by removal of the ovaries. Section of the nerves, which 
run along with the vessels, at a little distance from the ovaries, is 
more likely to be of benefit in such a case. 

Ligature and division, or resection of the vessels and, of course, 
the nerves, does not interfere with the more apparent functions of 
the ovaries. Indeed, the menstrual function becomes more normal in 
every way, and in one at least of my cases pregnancy has occurred 
after the operation was performed. There has been no appearance in 
any of the cases of any mental change, except one of greater comfort 
and happiness in the majority of the cases, owing to the removal of 
disabling symptoms. This improvement has been maintained during 
the interval of more than two years which has elapsed since some of 
the earlier cases were done. 

Out of seventeen cases in which this operation has been performed 
the following are selected as examples of satisfactory results. 


1. Mrs. F., 34. After the birth of her second child 11 years ago, 
she began to “feel pain in the back on the right side, low down,” 
most acute in morning before getting out of bed. This gave rise to a 
very tired feeling, though sometimes she was quite free from it. 
Menstruation was irregular, and on two occasions was absent for a 
whole year. During these times the pain has been absent for variable 
periods. Extra exertion, railway journeys, sewing, etc., always in- 
creased the pain. During the latter part of the third and fourth 
pregnancies she was entirely free from pain, but it began directly the 
patient “got on her feet again.” During last year the pain was 
absent for 2 to 3 months, the longest period of freedom since it 
began. Its re-appearance “upset her more than ever.” Its character 
seemed changed, “more acute and affecting both sides.” The pain 
was now referred to the iliac bones, and there were indefinite shooting 
pains in both lower limbs. A feeling of pressure in the lower lumbar 
region caused great inconvenience in walking. Her nervous system 
and general health began to “suffer more.” This, coupled with in- 
ability to “do things which she had previously been able to attend 
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to,” made her seek relief by operation. Numerous medicinal and 


other remedies had been tried with no lasting effect. The uterus 
was normal in size and shape and mobile. On palpation, both 
ovaries were found “tender” and slightly displaced towards Douglas’s 
pouch. Palpation produced a similar pain to that the patient 
ordinarily complained of. The kidneys were not movable. Opera- 
tion, as described below, was carried out. The ovarian veins were 
varicose, especially on the left. The ovaries could have been 
described as fibrotic. With the exception of a slight return of the 
pain on the thirteenth day after operation, she has had complete 


relief from her symptoms, and is now able to attend to her household 
duties to her satisfaction. 


Mrs. J.C., 29. Nine years ago, after birth of her second child, 
pain began in left lower abdomen, sharp and stabbing in character, 
during menstrual periods and after exertion. At first it was present 
only during menstruation, but it gradually became constant, with 
marked augmentation during the periods. The intermenstrual pain 
became constant and of a dull aching character. About a year before 
admission a similar but inconstant pain began on the right side. 
The pains were always relieved by the recumbent position. Men- 
struation was otherwise regular and normal in length and amount of 
discharge. Six years ago a pessary was worn for a few months with- 
out relief. 

Palpation over the left ovarian region caused acute pain, and also 
at a point 3 inches above and inside the left anterior superior iliac 
spine. Pervaginam an elongated body (? tube or ovary) could be felt 
on the left side, very tender; on the right side a similar swelling was 
made out, but not so distinct. The uterus was retroflexed. Examina- 
tion was difficult owing to the rigidity of the abdominal walls. At - 
the operation the ovaries were found to be prolapsed slightly, and the 
uterus retroflexed. The ovaries were “fibro-cystic.” No condition, 
further than a slightly varicose condition of the ovarian veins and a 
few fibrous adhesions under the lower part of the sigmoid flexure, 
was found to explain the tender spot referred to (above and inside the 
anterior superior spine. The ovarian vessels were resected in part 
and hysteropexy performed. 

Eleven months later the patient reported her general health as 
fairly good. She has now no pain at menstrual periods, and men- 
struation is normal as before in time and amount of discharge. She 
occasionally has a prick-like pain over the right iliac region, which 
disappears when the bowels act. She feels better since her operation 
owing to the absence of the constant pain previously felt in the 
left side. 


Miss J.P., 20. Unmarried. Six months before admission she 
began to suffer from a sharp pain in the left ovarian region, constant 
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As regards its effects upon the duration of labour, I am not con- 
vinced that it in any way hastens the process. At the same time I 
do not think that it delays progress, because the scopolamine appears 
to counteract any influence which morphine might have in stopping 
or weakening the pains. I am inclined to think that on the whole 
the administration of scopolamine and morphine makes very little 
difference to the duration of labour. 

As regards the question as to the cases in which the drug is contra- 
indicated, I am of opinion, that it should not be administered to 
those in whom the pains are irregular and feeble. In patients who 
are physically weakened and unfit, the method may possibly be 
accompanied by some risk, and such cases must be carefully watched 
all through. 

On the whole, I found that for an ordinary case, the best dose 
was !/,,. of a grain of scopolamine plus 4 of a grain of morphine, 
given when the pains are coming regularly at intervals of a few 
minutes. The scopolamine may require to be repeated in the course 
of 1} or 2 hours. Asa rule !/,,, of a grain is sufficient as a second 
dose. As I have stated, I believe it is better not to repeat the 
morphia. But in all cases the dosage—and this particularly refers 
to the second dose—must be gauged by the patient’s state of mind as 
to wakefulness or excitement, and by her power of perception and 
memory of what is going on around her. 

One last point I should like to mention. It has been pointed out 
by most of those who have used this drug to any extent, that the 
results are unsatisfactory unless the drug is freshly prepared. I am 
told by a pharmacist that scopolamine in solution does not keep well; 
therefore, where one is using a solution, it is essential to bear in mind 
that it must be freshly prepared. In order to avoid this difficulty at 
the hospital, I obtained the drug in tabloid form carefully prepared 
by Messrs. Burroughs and Wellcome, and very carefully standardised 
as to dosage. 

To recapitulate, my experience has been that in the majority of 
patients labour was practically painless. Some suffered slight dis- 
comfort, and others dozed during the intervals and complained of 
pain to a limited extent only when the uterine contractions were at 
their height. In the great majority of cases the patients fell into a 
profound sleep immediately on the completion of labour, and awoke 
refreshed, and with only a hazy recollection of the pain suffered. 

On the whole I am of opinion that there can be no question, that 
in scopolamine-morphine narcosis we have an efficient means of con- 
trolling the pain of labour, and one that is practically safe when 
ordinary precautions are taken. 

I cannot conclude this short paper without expressing my thanks 
to my Residents, Drs. Archibald MacMaster and H. Ruthven 
Lawrence, for their assistance and help in this work. 
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Ligature of the Ovarian Vessels as a Substitute tor 
Oophorectomy. 


By H. M. W. Gray, M.B., F.R.CS. (Edin.), 


Surgeon and Lecturer on Clinical Surgery, Royal Infirmary, 
Aberdeen. 


Removat of the ovaries, for the cure of so-called neuralgia, 
dysmenorrhea, prolapsed and painful ovaries, etc., was an operation 
far too common several years ago. In certain quarters this un- 
justifiable procedure is still carried out, and it is with the object 
of bringing into prominence an alternative which is attended with 
more than equally good results that I venture to publish this article. 
The number of my cases is small, but this is not surprising con- 
sidering that I practice as a general surgeon in a town where the 
services of gynecologists are available. 

It is needless to go over work done during recent years to show 
the importance of the ovaries, not only with regard to their more 
apparent menstrual and reproductive functions, but also with regard 
to their internal secretion. Surely it is wise, nay, compulsory, to pre- 
serve when possibleorgans of such importance to the internal economy. 
It is frequently impossible to say at the operation that such ovaries 
are irretrievably pathological. One hears on these occasions wondrous 
talk of fibrotic or cystic changes. In the light of my results from 
ligature of the ovarian vessels a permanent pathological change has 
still to be proved. It has not been shown that such suspected 
ovaries secrete any substance which is deleterious to the general meta- 
bolism, or that such substance, if existent, is in any way responsible 
for the symptoms which prompt the operative interference. My 
results confute any such notion. The patients are, in the great 
majority, relieved of their symptoms. It is true that ligature of the 
vessels may have an effect on the internal secretion. If so, it is 
evidently beneficial to the patient, and here again is a justification 
of the operation I advocate. 

When one talks of such organs being not irretrievably patho- 
logical, one must not be misunderstood. They may form, so to 
speak, the arc of a vicious circle for the whole of whose effects they 
have hitherto been blamed. Owing to mechanical causes, such, for 
example, as a varicose condition of the veins, secondary changes 
may occur which give rise to a disabling aching pain exactly as in 
the case of varicocele in the male. If prolapse, torsion or other cause 
of severe congestion occurs, a similar pain is manifest. But even 
changes produced by acute or chronic inflammation need not condemn 
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the ovaries to ablation. Only gross and definite pathological changes 
should incline one to their removal—unless, of course, for some 
specific reason as in the treatment proposed by Sir G. T. Beatson for 
mammary cancer. 

Removal of the ovaries is so frequently attended by mental and 
physical misery, which one need not detail, and by actual mental 
derangement, that one is bound at least to try any remedy, short of 
that, which promises success. In many cases where odphorectomy is 
done to relieve menstrual or other ovarian disorder this fails to 
mitigate the pain, and the symptoms here alluded to may be added 
to the previous ones. The explanation of such failure is possibly that 
a neuritis has been set up in the ovarian nerves, and this is not 
remedied by removal of the ovaries. Section of the nerves, which 
run along with the vessels, at a little distance from the ovaries, is 
more likely to be of benefit in such a case. 

Ligature and division, or resection of the vessels and, of course, 
the nerves, does not interfere with the more apparent functions of 
the ovaries. Indeed, the menstrual function becomes more normal in 
every way, and in one at least of my cases pregnancy has occurred 
after the operation was performed. There has been no appearance in 
any of the cases of any mental change, except one of greater comfort 
and happiness in the majority of the cases, owing to the removal of 
disabling symptoms. This improvement has been maintained during 
the interval of more than two years which has elapsed since some of 
the earlier cases were done. 

Out of seventeen cases in which this operation has been performed 
the following are selected as examples of satisfactory results. 


1. Mrs. F., 34. After the birth of her second child 11 years ago, 
she began to “feel pain in the back on the right side, low down,” 
most acute in morning before getting out of bed. This gave rise to a 
very tired feeling, though sometimes she was quite free from it. 
Menstruation was irregular, and on two occasions was absent for a 
whole year. During these times the pain has been absent for variable 
periods. Extra exertion, railway journeys, sewing, etc., always in- 
creased the pain. During the latter part of the third and fourth 
pregnancies she was entirely free from pain, but it began directly the 
patient “got on her feet again.” During last year the pain was 
absent for 2 to 3 months, the longest period of freedom since it 
began. Its re-appearance “upset her more than ever.” Its character 
seemed changed, “more acute and affecting both sides.” The pain 
was now referred to the iliac bones, and there were indefinite shooting 
pains in both lower limbs. A feeling of pressure in the lower lumbar 
region caused great inconvenience in walking. Her nervous system 
and general health began to “suffer more.” This, coupled with in- 
ability to “do things which she had previously been able to attend 
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to,” made her seek relief by operation. Numerous medicinal and 
other remedies had been tried with no lasting effect. The uterus 
was normal in size and shape and mobile. On palpation, both 
ovaries were found “tender” and slightly displaced towards Douglas’s 
pouch. Palpation produced a similar pain to that the patient 
ordinarily complained of. The kidneys were not movable. Opera- 
tion, as described below, was carried out. The ovarian veins were 
varicose, especially on the left. The ovaries could have been 
described as fibrotic. With the exception of a slight return of the 
pain on the thirteenth day after operation, she has had complete 
relief from her symptoms, and is now able to attend to her household 
duties to her satisfaction. 


Mrs. J.C., 29. Nine years ago, after birth of her second child, 
pain began in left lower abdomen, sharp and stabbing in character, 
during menstrual periods and after exertion. At first it was present 
only during menstruation, but it gradually became constant, with 
marked augmentation during the periods. The intermenstrual pain 
became constant and of a dull aching character. About a year before 
admission a similar but inconstant pain began on the right side. 
The pains were always relieved by the recumbent position. Men- 
struation was otherwise regular and normal in length and amount of 
discharge. Six years ago a pessary was worn for a few months with- 
out relief. 

Palpation over the left ovarian region caused acute pain, and also 
at a point 3 inches above and inside the left anterior superior iliac 
spine. Pervaginam an elongated body (? tube or ovary) could be felt 
on the left side, very tender; on the right side a similar swelling was 
made out, but not so distinct. The uterus was retroflexed. Examina- 
tion was difficult owing to the rigidity of the abdominal walls. At- 
the operation the ovaries were found to be prolapsed slightly, and the 
uterus retroflexed. The ovaries were “fibro-cystic.”” No condition, 
further than a slightly varicose condition of the ovarian veins and a 
few fibrous adhesions under the lower part of the sigmoid flexure, 
was found to explain the tender spot referred to (above and inside the 
anterior superior spine. The ovarian vessels were resected in part 
and hysteropexy performed. 

Eleven months later the patient reported her general health as 
fairly good. She has now no pain at menstrual periods, and men- 
struation is normal as before in time and amount of discharge. She 
occasionally has a prick-like pain over the right iliac region, which 
disappears when the bowels act. She feels better since her operation 
owing to the absence of the constant pain previously felt in the 
left side. 


Miss J.P., 20. Unmarried. Six months before admission she 
began to suffer from a sharp pain in the left ovarian region, constant 
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and liable to exacerbations. Her menstrual periods, previously 
normal, became less frequent (every two months), lasted the same 
time, but the flow was more scanty. During a period the pain was 
so intense that she could hardly move about. The pain decreased 
when the flow ceased, but was continuously present. Two months 
ago she had to take to bed for 5 weeks owing to the severity of the 
pain. The rest in bed resulted in the pain becoming less marked, but 
on getting up she felt pain on the right side. This began at a 
menstrual period. The bowels were very constipated and she was 
troubled with headaches. 

On examination there was decided tenderness over both ovaries, 
especially the left. The abdominal muscles were rigid; per rectum, 
on bimanual examination, the right ovary could be felt slightly 
enlarged, but not the left. No abnormality of the uterus was 
detected. At the operation, the right ovary was “cystic” (multiple 
small “cysts’”’) and larger than the left. Partial resection of both 
ovarian vessels was done (no varicosity of veins was present). The 
appendix, which was long, and hanging over the pelvic brim, was 
removed. 

Ten months later she was examined. The general health was 
very much improved. The periods were normal. The pain com- 
plained of before operation had gone but slight pain was present just 
before the beginning of the period. When asked, “Supposing you 
had known the amount of relief you have obtained, before you had 
your operation, and also were aware of the pain and inconvenience 
of the operation, would you have submitted to it?” She replied: 
“Most certainly.” “Are you quite satisfied with the benefit of the 
operation?” “Absolutely.” 

In other twelve cases similar in most respects to these three 
which I have described, the results have been equally satis- 
factory. In the majority, besides section of the vessels and 
nerves to the ovaries, some other procedure has been carried out, such 
as ventrosuspension of the uterus, removal of the appendix, or 
removal of small cysts of the ovary. It can, of course, be argued 
that these additional operations were the cause of the good results, 
but when the circumstances are viewed in a non-carping spirit, I 
think that it will be agreed that my operation is the essential factor 
in the cure. It has been stated that ligature of the ovarian branches 
of the uterine arteries, which is carried out in the operation of 
hysterectomy, causes atrophy of the ovaries. This statement is 
contrary to the findings of recent research, and in my cases, some of 
them operated on two years ago, there is no clinical evidence of such 
atrophy, or indeed of any change in the physical or functional 
condition of the ovaries. 

In two cases the result has been, apparently, unsatisfactory. One 
patient reported herself, two months after the operation, as being 
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much benefited. A month later she stated that the pain had recurred. 
She did not report herself again, and on making inquiries about her, 
I regret to say that, as she has gone from her old home and “ left no 
address,” she cannot be traced. The other patient can be described 
as “a bad lot.” She had had gonorrhea. Her husband had had 
syphilis. She is somewhat loose in her habits. She complained of 
the usual symptoms as detailed, and requested that her ovaries should 
be removed. She was disappointed when she heard that they had 
not been removed, and found that she menstruated as usual. 
Altogether it is perhaps not quite fair to put this result on the debit 
side of the account of the operation. The notes on her case are as 
follows :— 

Mrs. G., 31. Three years ago, whilst pregnant, she began to feel 
sharp pains on both sides of the lower abdomen; this plan became 
constant, was made worse by exertion, and was not relieved by lying 
down. The pain was relieved for a time after the birth of a child, 
but soon began again. It was always worst about the time of the 
menstrual periods—beginning about a week before, but she was never 
quite free from it. About 2} years ago, she was in hospital for 
2 months, and was treated by rest and douching. When discharged 
she felt quite well, but remained so for only a few weeks, when the 
pain recurred as severely as ever, and mostly on the left side. Five 
months later she was in hospital again for 3 weeks, with similar 
treatment, but without the same relief. She says she has “never 
been well since.” Fifteen months ago she had a miscarriage. Since 
then she has complained of a severe sharp pain over the “ovarian 
spot,” worse on the left side and shooting down the front of both legs 
and occasionally round the back. The pain is constant but more 
severe for 2 weeks before a period. It continues severe until 24—36 
hours after the flow begins, and is only slightly relieved by lying 
down. For 3 months prior to operation she was troubled with uterine 
discharge and vaginitis. 

On examination the uterus was found enlarged and tender and 
markedly retroverted. The left ovary was prolapsed and very tender 
to touch. Operation—hysteropexy, with ligatureand section of ovarian 
vessels on both sides was done. After-history (reported by her medical 
attendant: As soon as she was able to get about again, after opera- 
tion, pain, similar to the pre-operative pain described, recurred and 
still continues. The uterine discharge is still present. P.V.: Uterus 
in good position, slightly enlarged and tender. No pain to be elicited 
on palpating the fornices of the vagina or broad ligament regions. 
Says she is as “bad as ever.” 


The operation is performed in the following manner : — 
The abdomen is opened by a vertical suprapubic incision, }—3 in. 


to one or other side of the midline. Both layers of the sheath of the 
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rectus and the peritoneum are opened in a corresponding line, the 
rectus muscle being displaced outwards. Having decided that liga- 
ture of the ovarian vessels is feasible, the ovary of one side is pulled 
forwards and away from the side of the pelvis. This makes the 
vessels taut and brings into evidence the “clear space” in the outer 
part of the broad ligament through which fine silk ligatures (No. 1) 
are pulled by a handled needle or ligature carrier. If the ovaries are 
prolapsed into Douglas’ pouch the ligatures are placed at such an 
interval that, when the vessels are firmly tied, the part between the 
ligatures resected, and the ends of the threads tied together so as to 
approximate the “stumps,” the ovaries will lie on the brim or just 
immediately below the brim of the pelvis. .(This procedure is similar 
to the usual operation for varicocele in the male.) I prefer to arrange 
the ligatures, especially if the veins are varicose and tortuous, so 
that the ovaries are slung well up because, owing to stretching of the 
vessels afterwards, they tend to settle in their normal position. When 
the ovaries are not displaced the vessels are merely divided between 
two ligatures, the ends of which are tied together. If the “raw” ends 
of the vessels protrude, the peritoneum may be stitched over them 
with fine silk or catgut, so as to prevent the formation of abnormal 
adhesions. In certain cases where there is much tension or a likeli- 
hood of after sickness, it is well, before tying, in order to prevent 
slipping, to pass one end of each ligature transversely through the 
leash of vessels above and below the site of ligature respectively. In 
some cases adhesions under the lower part of the sigmoid flexure have 
to be separated in order to allow the necessary amount of vessels to 
be removed. 

If this simple and safe operation fulfils the expectations which 
my experience has led me to form concerning it, and comes into use 
in cases where medicines and minor surgical procedures fail, I feel 
that much wretchedness to many women will be avoided and that, 
correspondingly, many practitioners will be saved a rather thankless 
and unsatisfactory attendance on unsexed sufferers. For this object 
I feel justified in publishing these remarks. 








ve 
Rn 
7 
po 
S 
° 
a 
Qa 
Q 
i 
a 
Gj 
a 
S 
a 
Sa 
c= 
2 
J 
Q 
a=] 
op 
2 
a 
GS 
~ 
s 
o) 
Y 
o 
T 









Whittingham: Paroophoronic Cyst 











SELECT CLINICAL REPORTS, 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A Note on the Epithelial Contents of a Paroophoronic 
Cyst. 








By Hitpa K. Wurrtineuam, M.B., B.S. (Lond.), 


Demonstrator of Bacteriology in the Middlesex Hospital Medical 
School (Women’s Department). 



























THE “warts” commonly found in paroophoronic cysts have been 
carefully described by Coblenz! and Doran,? and are recognised 
generally as representing remnants of the mesonephros. In a cyst 
recently examined a small ingrowth from the cyst-wall was 
found, which differed markedly in both macroscopic and microscopic 
appearance from the usual type of paroophoronic wart—many of 
which were present in the specimen. 

The cyst was removed at the Canning Town Mission Hospital by 
Miss Chadburn, from a woman, aged 53 years, who had been married 
for 24 years, but had not borne any children. The patient has 
remained well since the operation. 

The following description of the fresh specimen was given by 
Miss Hollway, the resident medical officer to the hospital. The cyst 
was of about the size of a fetal head, and was unilocular; its 
external surface was quite smooth and free from adhesions; it con- 
tained a rather thick, greenish-blue fluid, and its internal wall 
presented numerous warts. 

On further examination, amongst numerous fibrous “ warts” of 
the kind usually present in these cysts there was found a single small, 
reddish, fleshy papilla which was firmly implanted on the cyst-wall. 
The papilla measured about one centimetre from apex to base, and 
about 1°9 centimetre in the longest diameter of its base. 

On microscopic examination it was found that the numerous 
typical paroophoronic warts presented the usual structure of fibrous 
tissue covered with cubical epithelium. The single reddish papilla, 
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however, was of a totally different appearance, presenting masses of 
spheroidal epithelial-like cells embedded in a fibrous stroma (see 
accompanying photomicrograph). The fibrous stroma was directly 
continuous with the cyst-wall; it presented in places small tracts of 
tissue which had undergone a degenerative myxomatous change. 

The general structure of the papilla was that typical of a 
spheroidal-celled carcinoma of, for instance, the breast, except that 
there was no appearance of round-celled infiltration. In a few 
places there was definite tubulation of the cell-masses, resulting 
in the formation of duct-like canals lined with cubical epithelium, 
and containing a certain amount of colloid material. 

The papilla appeared to afford a characteristic example of a “ cell 
rest,” derived from the mesonephros, such as Cohnheim conceived as 
the potential seat of origin of malignant epithelial growth. 
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Solomons: Toxemia of Pregnancy 


II. 


A Case Illustrating the Toxzemia of Pregnancy 
Complicated by Rupture of the Uterus.* 


By B. A. H. Sotomons, M.B., B.Ch., B.A.O. (Univ. Dubl.), 
Assistant Master, Rotunda Hospital. 





Tue following case illustrates so many pathological conditions that 
I venture to bring it before you for consideration this evening :— 

C. L., aged 47, septipara, was admitted to the Rotunda Hospital 
in the middle of March, 1909. She was in a most debilitated state, 
with legs and feet swollen. There was a considerable amount of 
ascitic fluid in her abdomen. The heart had a loud systolic murmur 
in the mitral area, was irregular, with the apex displaced outwards. 
She stated that she was eight and a half months pregnant, but had 
not felt life for the past three months, and that she had been in 
excellent health until this latter event occurred. Her abdomen had 
been tapped a fortnight before admission, and three and a half 
gallons removed, and the fluid was rapidly collecting again. The 
urine, on admission, had a specific gravity of 1,024, was acid in 
reaction, contained a great quantity of albumen, granular, blood and 
epithelial casts; urea, 1°5 per cent. 

The blood examination showed red blood cells 3,500,000 per c.m.; 
white blood cells, 12,000 per c.m.; Hb., 65 per cent. 

The pulse and temperature on admission were normal. 

The patient was placed under observation for six days. She was 
evidently suffering from an acute toxemia. Her state was not one of 
general anasarca, but the ascitic fluid was a principal entity, and this 
suggested some disease other than pregnancy. 

In spite of hospital treatment, the patient gradually lost ground, 
and it was with considerable hesitancy we finally determined to 
empty the uterus, and give the woman the very problematical chance 
that this procedure would afford. 

On March the 25th the cervix was dilated up to seven with 
Frommer’s dilator; the rim of the os was absolutely intact when the 
dilator was removed. Champetier de Ribes’ bag was inserted, and 
the patient was put back to bed. The bag was extruded in five hours, 
and was found to have leaked. The os easily admitted three fingers. 
The cervical canal and fornices of the vagina were then packed with 
iodoform gauze. No attempt at labour pains had been observed, and 





* Read in the Section of Obstetrics, Royal Academy of Medicine in Ireland, 
May 21, 1909. 
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on this account it was deemed safe to leave the plug in position until 
their occurrence was reported. In the morning the patient was again 
seen, and as far as could be ascertained there had been no labour 
pains. Despite the absence of the pains it was deemed advisable to 
remove the plugs, and when this was done the os was found to have 
completely disappeared, and forceps was applied. A small macerated 
child was easily delivered, the placenta following in due course. 
An intra-uterine douche was given; everything seemed perfectly 
normal. The temperature had risen to 99°2° at the time of applica- 
tion of the forceps; the pulse was 80. 

Dr. Dixon kindly examined the foetus; and reported it to be a 
small seven months’ child. 

As the temperature and pulse rose on the fourth evening, an 
intra-uterine douche was given and a culture taken. On the fifth 
evening, as the temperature and pulse showed no signs of lessening, 
another intra-uterine douche was given, but in the return flow of the 
Bozeman’s catheter was observed a quantity of straw-coloured fluid, 
which evidently came from the peritoneal cavity, and rupture of the 
uterus was diagnosed. The culture showed staphylococci, a small 
diplococcus, and the bacillus coli communis. The cervical opening 
was lightly packed with gauze, and further treatment deferred until 
the morning. A careful examination under general anesthesia then 
revealed very extensive bilateral tearing of the cervix, the fornices, 
and the lower uterine segment; this tear was more extensive on the 
left side, where the peritoneal cavity was laid open. Having lightly 
packed the rents with iodoform gauze, the cavity of the uterus was 
gently curetted by means of a Rheinstadter’s spoon. The passing of 
this spoon was a matter of some little difficulty, for the instrument 
had a great tendency to pass into the abdomen, rather than into the 
uterus. By this means a quantity of débris came away. The cavity 
was plugged with iodoform gauze. The parts were now made as 
aseptic as possible, and the original plugs in the rents were replaced 
by clean and tightly-fitting gauze. The uterine plug was removed in 
twenty-four hours; the remaining ones were loosened daily, and 
removed six days later. 

The point of greatest interest in the case is that which is con- 
nected with the marked debility, following on the retention of the 
dead fetus. It is a popular belief that such death is associated with 
grave constitutional symptoms, and in this case, certainly, the belief 
receives verification. That it is not a universal law is common know- 
ledge to most of us, and in the case of eclampsia the death of the 
foetus is by most authorities considered beneficial. Assuming the 
disease to be one of pure toxemia, it is certainly remarkable to find 
the poison exerting its most active influence on the liver and not 
giving rise to a general anasarca. This complication must be one 
of extreme rarity; for amongst the authorities we have been able to 
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consult we have not seen a similar case recorded. Clinically, the case 
presented all the symptoms of the toxemia of pregnancy, and the 
conclusion seems inevitable that the toxin came from the dead feetus, 
placenta, or liquor amnii. 

Scarcely less interesting is the question as to how the uterus 
ruptured. It had not done so when the iodoform plug was inserted, 
and the tear, if present, was not recognized at the time that the child 
was delivered by forceps. It would seem that there were only two 
possible explanations for this tear—(1) that it occurred from too long 
retention of the plug in the vagina; (2) that it arose during the 
forceps delivery of the head of the premature child, by the half-open 
os, closing on the neck, and preventing the forceps extraction unless 
by cervical rupture. The first is the one to which we strongly 
incline; for not only was the delivery absolutely simple, but also, it 
is a well known fact, that a vaginal plug is not without danger in 
respect to uterine rupture. We have, however, up to this, considered 
that the danger of such a plug only arose when large quantities of 
material were passed into the vagina. The absence of labour pains 
is undoubtedly a misleading indication as to whether a plug should 
or should not be removed. 

The patient left the hospital six weeks after admission improved 
in health in every way. There was no trace of albumen in the urine. 
The blood had an Hb. percentage of 75. The heart murmurs had 
practically disappeared. A letter from her a week after her departure 
stated that she had never felt in better health. 

In conclusion, I have to express my great indebtedness to Dr. 
Tweedy, the Master of the Hospital, for permission to publish the 
case. 
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III. 


Gauze Drainage in Puerperal Saprzmia.* 


By ArcutpaLp Donatp, M.A., M.D., Manchester. 


Gynecological Surgeon, Royal Infirmary, and Surgeon to St. Mary’s 
Hosyital, Manchester. 


THERE is a type of case of sapremia in which the symptoms seem to 
be caused by retention of lochia, which in turn is caused by a portion 
of the uterine cavity being below the level of the external os, so that 
the fluid contained in the cavity collects in a pool. No doubt this 
condition implies a certain amount of atony of the uterine muscle. 
I have seen quite a number of these cases, but I think it will be 
sufficient if I mention three of them as typical. 

About three and a half years ago I was sent for hurriedly to see a 
case with Dr. Malin, of Rochdale. The patient had consulted me a 
year previously for symptoms suggestive of endometritis following on 
aconfinement. Atthat time I found the uterus much enlarged, and in a 
position of exaggerated anteversion, by which I mean that the fundus 
was at a considerably lower level than the cervix. [advised curetting 
at that time, but circumstances prevented her having it done immedi- 
ately, and a few months afterwards she again became pregnant. Her 
confinement was normal, and all went well until the eighth day, when 
her temperature began to rise. It gradually became higher, until on 
the evening of the tenth day she had a rigor, and the temperature 
rose to 107°. I saw her soon afterwards. The uterus was very bulky 
and soft, and the fundus came low down in front, while the cervix 
was high up and difficult to reach at the back. There was nothing 
else of an abnormal nature to be made out, and I concluded that the 
symptoms were due to absorption from retained lochial discharge. 
Accordingly, I washed out the uterus with sterilized water through a 
Budin’s tube, but it was impossible to do this until the cervix had 
been pulled down with the vulsellum. In the course of the next few 
hours there was marked improvement in the symptoms, but 24 hours 
afterwards the temperature again began to rise and she felt chilly. 
The intra-uterine douching was therefore repeated. It was found 
necessary to do it again at the end of another twenty-four hours, but 
after that the temperature fell to normal, and did not again rise. 
The patient made a rapid convalescence. 


* Read at the meeting of the North of England Obstetrical and 
Gynecological Society, April 23rd, 1909. 
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The second case was seen in December 1906, with Dr. Grange, of 
Kersal, and here the symptoms followed on the birth of twins. The 
history of the illness was very similar to the first case. There was no 
marked rise of temperature until the tenth day, when it ran up to 
105°. I saw her on the following day and washed out the uterus at 
lp.m. At7 p.m. she had a rigor and her temperature rose to 106° but 
fell to 103° in an hour. The uterus was even larger than in the 
former case, the body hung down in such a way that the fundus was 
below the level of the external os, and when the tube was passed a 
quantity of foul-smelling discharge escaped. The douching was 
repeated next day, morning and evening, as the temperature 
began to rise some hours after each douche. It was only after the 
uterus had been douched for four days in succession, that the tempera- 
ture remained normal, and the patient made a rapid convalescence. 

In both of these cases the discharge was turbid, offensive, and 
only slightly tinged with red. As improvement occurred, the uterus 
could be felt to be smaller and harder, and consequently there was 
less bulging of the anterior wall. There was nothing to suggest re- 
tention of any portion of membrane in either case, as there had been 
no free hemorrhage after the confinement, and no débris came away 
in the douche. Although both cases recovered well, they both gave 
rise to some anxiety for several days. 

In January last I was asked to see a case with Dr. Mitchell, of 
Longsight, Manchester. The patient was a multipara, who had a 
history of an acute illness which came on twelve days after a previous 
confinement when I had seen her in consultation with another medical 
man and washed out the uterus. On this second occasion everything 
again went well until the twelfth day following the birth of the 
child, and then the temperature suddenly rose to 103°. The local 
conditions were practically the same as those described in the former 
eases. The uterus was washed out, and improvement followed for a 
time, and then the temperature rose again. She continued to have 
shivering attacks, and Dr. Mitchell washed out the uterus again in 
the evening. On the following morning she was still feverish, and 
anothey intra-uterine douche was given. Soon after, the patient had 
a rigor, and the temperature ran up to 107°. I saw the patient with 
Dr. Mitchell within a few hours, and felt that something more was 
required than mere douching, and it occurred to me that a more con- 
stant drainage of the uterus was indicated. I washed the uterus out 
once more, but this time packed the cavity, and also the vagina, with 
sterilized gauze. Improvement set it almost at once, and the patient 
had practically no more trouble. The packing was left in for twenty- 
four hours, and then Dr. Mitchell removed it, washed out the uterus, 
and packed again. Convalescence, after this, was rapid and 
complete. 

The rapid improvement of the case following upon the gauze 
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drainage left no doubt in my mind that my theory as to the cause of 
the trouble was the correct one, and also that in the treatment 
adopted we had a very efficient way of dealing with similar cases. 
It is probable that the packing is beneficial in more ways than one; 
it partially straightens an acutely flexed uterus, it produces capillary 
drainage, but, more important still, the presence of the gauze in the 
cavity of the uterus stimulates uterine contraction. 

There are, of course, many cases in which sapremia is due to 
retention of portions of membrane or placenta, in which something 
more than mere douching or packing is required; but in a certain 
small proportion of cases the conditions that I have described exist. 
They will be more likely to occur in women who are the subjects of 
chronic metritis; in those who have an acute flexion owing to some 
want of development of the isthmus of the uterus, and in those in 


whom the uterine walls have been greatly stretched by a twin 
pregnancy. 
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Case of Bilateral Pelvic Abscess During Pregnancy.* 


By ArcuipaLp Donatp, M.A., M.D., Manchester. 


Gynecological Surgeon, Royal Infirmary, and Surgeon to St. Mary’s 
Hostal, Manchester. 


Mrs. G. was admitted to my ward in the Royal Infirmary on January 
29th of this year. She was sent in by Dr. Brooke of Didsbury, who 
suspected some acute abdominal mischief. The patient was seven 
months pregnant, and for some weeks before her admission had looked 
and felt ill; and for a few days had suffered from severe pain in the 
lower part of the abdomen, with considerable distension and atempera- 
ture running up to 103°. She was admitted in the afternoon; labour 
pains came on soon afterwards, and she was confined of a premature 
child about 2-0 a.m. on the 30th of January. After the confinement 
she improved, but her temperature still was very erratic, running 
sometimes over 103°. I examined her a few days after her confine- 
ment, but could find nothing in the pelvis to account for her 
symptoms. The abdomen was tender and somewhat distended, the 
uterus still fairly large, and no abnormal tumour could be detected. 
The mischief seemed too general to be accounted for by appendicitis, 
and for the same reason one excluded pyelitis, and there was no 
swelling large enough to indicate an ovarian tumour with a twisted ~ 
pedicle, or a pedunculated fibroid undergoing degeneration. About 
three weeks after her confinement I examined her again, and was able 
to feel distinctly two rounded swellings, each about the size of a small 
orange, on either side of the uterus, which was now much smaller. 
During the next fortnight the temperature began to be characteristic 
of suppuration, and the swelling on each side gave a feeling of 
fluctuation. On the 5th of March, under an anesthetic, an incision 
was made into the anterior vaginal fornix, the bladder pushed up- 
wards, and a sinus forceps, guided by the finger, was pushed first into 
the swelling on the left side, and then into that on the right. From 
both of these a free discharge of pus was obtained. The abscess 
cavities were swabbed out, and a gauze drain put into each. The 
patient improved considerably after the operation, but still the tem- 
perature kept up for some time, although not so high as it had been 


* Communicated to the North of England Obstetrical and Gynsco- 
logical Society, April 23rd, 1909. 
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previously. The discharge from both sacs soon ceased, and except 
for a little exudation on each side, the local condition seemed good. 
During the first few days of April her temperature was almost normal, 
and I regarded the patient as convalescent. I left home for a short 
holiday on the morning of the 7th, and on the same evening the 
patient had a sudden acute abdominal attack. Her symptoms were 
so urgent that Mr. Rayner, the resident surgical officer, opened the. 
abdomen within a few hours of her attack. He found free pus in the 
abdominal cavity, which seemed to have come from the right 
Fallopian tube, which was perforated and very friable. The con- 
dition of the patient prevented any careful exploration of the 
condition of the pelvis. The pus was swabbed out, and the abdomen 
drained by a large drainage tube. After this, recovery was un- 
interrupted and the patient was discharged on April 30th. 

Remarks. The chief point of interest in this case lies in the fact 
that a patient who was pregnant could yet have a bilateral pelvic 
abscess. From the position of the abscesses, I have little doubt that 
they were situated in the uterine appendages. Bilateral suppurative. 
parametritis is a thing practically unknown except after extensive 
injuries during labour. Further, as long as the uterus was enlarged 
no swelling could be felt in the pelvis, and it was only after almost 
complete involution had occurred that the swelling could be felt. 
The direction in which the sinus forceps passed was outwards and 
towards the top of each broad ligament. 

It is difficult to understand the co-existence of pregnancy with 
an abscess in the appendages of each side, and the question arises 
whether there existed a salpingitis before pregnancy occurred, or 
whether there was some infection in the earlier months of pregnancy, 
which, in spite of the pregnancy, spread along the uterine mucous 
membrane, and reached the tubes in this way. Unfortunately, the 
history, so far as I have been able to get it, throws no light on this 
problem. I can gather no information as to any very definite attack 
of acute vaginitis. 

As to the final acute attack, it is not easy to account for the 
rupture of the abscess into the peritoneal cavity, except on the sup- 
position that the abscess on the right side, which I opened, was a 
suppurating ovary, which was not connected with a pyosalpinx on the 
same side. Certainly the abscess which was opened per vaginam was 
completely drained, and the opening was firmly closed. 


For the notes of the case I am indebted to my house surgeon, 
Dr. John Chisholm. 
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A Case of Adeno-Myoma Uteri. 


By C. E. Purstow, M.D. (Lond.), M.R.C.P. (Lond.), 
Honorary Obstetric Officer, Queen’s Hospital, Birmingham. 


Tue patient, a married nullipara of 34, was admitted to hospital 
under my care on April 15, 1909. 

History. Menstruation had been profuse and painful for some 
years, for the past five years she had had pain in the right iliac 
region, severe at times, and always bad after exertion, rendering 
her to some extent an invalid. 

Condition on admission. On abdominal examination a very hard, 
irregular swelling could be felt above the pubes, lying mainly on the 
right of the median line; bimanual examination showed this to be 
the uterus, and the diagnosis of multiple fibroids was made. 

Operation. The patient was placed in the Trendelenberg position 
and abdominal supra-vaginal hysterectomy performed. The largest 
fibroid, the size of an orange, deeply invaded the right broad ligament 
and had to be enucleated therefrom. 

The peritoneum of the broad ligaments was united with a con- 
tinuous fine silk suture, and the abdominal wall closed in layers. 
The patient made an uninterrupted recovery and left the hospital . 
looking much better and feeling stronger than on admission. 

Description of specimen. To the naked eye this appeared to be a 
typical example of multiple fibroids of the uterus; the separate 
tumours were cut across with a knife and all had an unusually firm, 
white, appearance, with the exception of one of the smaller superi- 
toneal growths; in the centre of this was a softened area, about # in. 
in diameter, surrounded by firm white tissue, the area itself having 
a much darker appearance; sections of this were taken and, under the 
microscope, the softened area showed typical adenomatous tissue, 
viz.: numerous gland spaces, lined by a single layer of columnar 
epithelium and having a cellular inter-alveolar stroma. This 
adenomatous tissue was sharply defined and did not spread into the 
surrounding mass, which had the typical structure of an ordinary 
fibro-myoma. 

In an abstract of a paper by Grunbaum (the former appearing in 
this JournaL, vol. xiv, No. 2, p. 126) “On sixteen cases of Adeno- 
myoma,” it is stated that, in four, multiple fibroids were present, and 
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the conclusion is arrived at that adeno-myoma, itself, has no specific 
syndrome; none of the cases recorded were diagnosed before operation. 

My case appears to differ from most of those recorded in that the 
adenomatous tissue was localised and not diffused throughout the 
uterine wall, as is usual, so that its origin by direct spreading from 
the endometrium is not capable of proof, and the growth resembles 
closely the tumours described by von Recklinghausen, the origin of 
which was attributed by him to Wolffian “rest cells”; it also further 
agrees with these in that it was situated near the uterine cornu and 
on the dorsal aspect of the uterus. 

Cameron and Taylor, in this Journat, vol. v, p. 251, would deny 
the right of the tumour I have described to the title of adeno-myoma,’ 
and prefer to designate it “myoma with glandular inclusions,” re- 
serving the name adeno-myoma for the diffuse form. 


I am indebted to Dr. Leonard Mackey, pathologist to the hospital, 
for the sections and photomicrographs and to Dr. A. A. Saunders, 
obstetric house-surgeon, for assistance with the case. 
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Case of Eclampsia Treated by the Administration of 
Chloroform in the Year 1849, 


By Joun Riuineton Foruerceit1t, M.D., Darlington. 


Mrs. P., of Darlington, a stout, healthy woman, was pregnant of 
her first child, and was first seen by my father, John Fothergill, 
M.R.C.S., some months before the full time. She was recommended 
to pay attention to her bowels during the remainder of her pregnancy, 
but this she appears to have neglected. 

Symptoms of labour occurred on a Saturday evening late in the 
year 1849. She was seen early the next morning and was then 
having pains; but the labour was not sufficiently far advanced to 
demand the continued attention of the practitioner. At about eleven 
o’clock he was sent for in haste and found her in a strong eclamptic 
fit. She was then bled from the arm to from 20 to 22 ounces. The 
os uteri was well dilated and the head had descended low in the 
pelvis, though not so far as to reach the perineum. The membranes 
had ruptured the day before. She was extremely restless and un- 
manageable, and bounced from one side of the bed to the other when- 
ever an examination was attempted. My father then made use of 
chloroform. The patient was soon perfectly quiet, the pains all the 
while continuing extremely efficient. By the time the state of the 
case would have admitted of the application of the forceps, it was 
evident that this would not be necessary and the patient was speedily 
delivered of a fine, healthy boy. But unhappily the eclamptic fits 
soon returned and continued violently during the whole of the night. 
On the following day the fits were much abated in duration and fre- 
quency, as well as in strength, but the pulse was very rapid, small 
and irregular, sometimes being almost imperceptible. Sinapisms 
were applied to the calves of the legs and a long blister to the spine. 
The hair was removed from the head and cold water was freely 
applied. Calomel was exhibited in one dose, with croton oil. 
Enemata, containing turpentine, oil and assafcetida, were also given. 
The catheter was several times introduced, a considerable quantity 
of urine being drawn off each time. During the next night the 
patient had no return of the fits, and in the morning was much 
more conscious. She recognized some of her friends, and was able 
to swallow. She did not appear to know that she was delivered, for 
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on hearing the child cry downstairs she seemed surprised. It was 
brought upstairs and applied to the breast. From this time she 
continued to improve and made as perfect a recovery as if no un- 
toward symptom had appeared. 

The above notes I have recently found amongst some old papers. 
I originally wrote them out for communication to an Edinburgh 
Students’ Medical Society, which was known as the “ Hunterian,” 
and of which I was once President—it must have been in the year 
1850. As an Edinburgh student of that time, I was familiar with 
chloroform, and I remember discussing its uses with my father 
during the vacation in the year 1849. Shortly after my return to my 
studies in Edinburgh this case of eclampsia occurred, in which the 
convulsions were controlled and delivery was completed under chloro- 
form anesthesia, as my father informed me by letter at the time. 
I think it must be one of the earliest cases in which chloroform was 
used for this purpose. 
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The British Medical Association Committee’s Appeal 
in Regard to Uterine Cancer. 


By R. W. Jounstone, M.D., M.R.C.P., F.R.C.S. (Edin.), 


Assistant to the Professor of Midwifery in the University of 
Edinburgh. 

Tue Uterine Cancer Committee of the British Medical Association 
has published an appeal to Medical Practitioners to promote the 
earlier recognition of Uterine Cancer, and appended to it is a 
similar appeal to midwives and nurses. The object aimed at is 
undoubtedly of the very utmost importance as an endeavour to 
diminish the suffering and mortality amongst women from this 
dreadful disease. It has been recognized for several years that it 
was desirable for the profession to take some concerted action in 
this direction. As was pointed out by Milligan in this JournaL 
two years ago, Germany, Austria, Switzerland, Sweden and America 
are ahead of us in this matter. In these countries appeals somewhat 
similar to the present ones have been issued to medical practitioners 
and to nurses and midwives. Where any results have followed, 
these have been in the right direction, but it must be confessed that 
they have not been brilliant. 

In this country there has been noticeable some diversity of 
opinion as to what is the best way to set about such a crusade. The 
first desideratum is unquestionably that the general medical prac- 
titioner should be persuaded of the benefits to be derived from early 
operation. Further he should be better educated in the early signs’ 
and symptoms of uterine cancer, and more alive to the responsibility 
that devolves upon him in dealing with cases which do, or ought to, 
make him suspicious of the condition. The same applies to nurses 
and midwives who are often consulted by women who shrink from 
going to a physician. Whether or not the public should be educated 
in the subject by articles in the lay press, is a much more debatable 
point. Diihrrsen and some others strongly advocate this, but there 
seems to be a feeling that in this country such procedure would be 
undesirable. Indeed, it is possible that it might do not a little harm 
by frightening women into the belief that they have cancer—a belief 
which is not easily eradicated, and which is calculated to destroy 
any woman’s peace of mind. Still this is a much lesser evil than 
that through ignorance she should only awaken to the fact that she 
has cancer too late for operation to offer much chance of success. 

Lewers and others in this country have strongly recommended 
that leaflets should be distributed at hospitals and dispensaries, ex- 
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plaining to women the early signs of the disease, warning them of 
the danger of delay, and showing the comparative hopefulness of 
operation as a cure in early cases. This is a perfectly legitimate 
proceeding and might do a great deal of good, if the leaflets were 
distributed in the right quarters. On the other hand, Kelly is of 
opinion that the education of the public in this matter should only 
be the unconscious result of the greater alertness of the medical 
profession to the danger. In this he will have many sympathisers. 
But a good deal might be done by the leaflet system to urge all 
women with hemorrhage at the menopause to be examined, without 
unduly frightening them into the belief that they have cancer. 

The present issue of the British Medical Association’s Committee 
is then a perfectly justified procedure, and one which is intended to 
do great good. It would be pleasant to think that it is equally 
calculated to do so. 

The Committee has adopted the educative method. The appeal 
to nurses and midwives may be dismissed without criticism. It is 
short and to the point, and couched in simple language. Not so, 
however, the appeal to the medical practitioner. The Committee has 
not been content to draw his attention to the salient points of the 
situation in a brief, lucid and suggestive way that would appeal to a 
busy man, and perhaps lead him to refresh his knowledge of the 
subject. It has endeavoured to educate him in the whole subject of 
cancer of the uterus, and in so doing, it has attempted too much. 
With the best possible intentions the Committee has produced a long 
description of the condition which, from its very prolixity, loses any 
impressiveness that it might otherwise have had. 

The appeal opens with twelve statements, most of which are so 
axiomatic as to be almost unnecessary. Then follow a description 
of the symptoms, and a long description of the method of examina- 
tion to be adopted. Emphasis is laid upon friability of the cervix, 
and upon the occurrence of bleeding after any manipulation, however 
slight. Bleeding post coitum might perhaps have received more 
emphasis. 

Following upon this is an account of the varieties of cancer to be 
found in the various sites most affected. If the bulk of this had been 
omitted, the appeal would have gained as much in incisiveness as in 
brevity. Details with regard to obtaining material for microscopic 
examination are followed by a recapitulation of the main points. 

It would be easy but somewhat graceless to criticise the appeal in 
detail, but it must be said that the ultimate conclusions which are 
reiterated at the end of the appeal are not convincing. For example, 
the fourth conclusion, “Urge immediate operation if the diagnosis is 
established,”’ would not be homologated as it stands by even the most 
enthusiastic operator. 

Furthermore, the Committee seems to ignore the fact that a great 
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many general practitioners, probably a majority, are not by any 
means convinced of the value of operation as a cure for cancer of the 
uterus, even in comparatively early stages. Since this is the first 
appeal of its kind in this country, it might have been as well to 
adduce formal evidence to show this. 

To pass from details, however, it is impossible not to feel that 
in endeavouring to define the signs and symptoms of early cancer the 
Committee has undertaken a more than difficult task. What are 
they? Those mentioned are in nine cases out of ten the manifesta- 
tions of a cancer that has already got a distinct hold of the uterus. 

No suggestion as to the routine examination of married women at 
the menopause, and of every case of intermenstrual hemorrhage, is 
made,—a practice which might be very fruitful of good results; 
nor is any mention made of the importance of examining all women 
at the close of the puerperium, often a critical period at which cancer 
first makes its appearance. The necessity of having recourse to 
microscopic diagnosis in any dubious case of cervicitis, and the 
desirability of having the specimens obtained by curettage examined 
microscopically in every case, are not emphasised. What is empha- 
sised, and most justly, is the necessity of examining every case of 
hemorrhage at the menopause. This should not need emphasis, but 
should be an absolute rule of practice. 

One cannot but think that a short note with four or five cate- 
gorical suggestions such as the above would have been more likely to 
meet with a response than the present appeal. 

In the wake of such a preliminary appeal, destined purely to 
arouse “interest,” there might have been sent some such detailed 
account of the condition as the Committee has now issued. 

On the whole the Committee’s deliverance is such as to suggest 
that more consideration has been given to the specialist’s view of the 
situation than to the question as to what form of appeal was most 
calculated to attract and hold the attention of the general body of 
medical practitioners. This latter, after all, is the first object to be 
attained: the general facts of the situation speak for themselves, 
and a knowledge of the subject is to be found in any text-book, and 
almost weekly in the journals. It will be argued, of course, that the 
busy practitioner has no time to read text-books; but, on the other 
hand, any man who is enthusiastic enough to read and digest the 
appeal in full, would probably be the very man to consult a book, 
whereas the length of the appeal is calculated to keep back others 
from reading it. 

There can be no doubt that the Committee hasa great opportunity 
before it, and it will be very unfortunate if, in a misguided zeal to 
impart detailed knowledge of the subject, it has submerged the 
more practical aim—namely to attract the attention of the profession 
to what may be gained by the early diagnosis of cancer. 
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REVIEW OF CURRENT LITERATURE. 


Unver CuarGE or Earpiey Houianp, M.D. 


The Medical Treatment of Pelvic Affections. 

Ricuetor (La Gynécologie, May, 1909). This is a paper advocating the prolonged 
use of hot vaginal injections. Hot water is too often prescribed at haphazard, and 
practitioners content themselves with vague instructions. To be efficacious the 
water must be really hot—as nearly 120°F. as can be managed, and in large quanti- 
ties, as they are administered at Luxeuil, up to 80 or 100 litres (over 20 gallons). 
With the water so hot as 50°C. (121°8°F.) the external parts must be protected by 
a tube to carry off the return flow. The injection is to be followed up by a 
perigastric and a general douche. Richelot defends himself from attacks on his 
method, and draws attention to the risk of inducing acute enteritis by large enemata 
of hot water. He recommends his method in cases of chronic sepsis and in women 
of neuro-arthritic diathesis. A cure may entail some months of treatment. 

| Rs a PA 


Normal Menstruation with absence of the Body of the Uterus. 

A. Brown (Lancet, 1909, Vol. 1, p. 1456) records the case of a sterile woman 
aged 28, who had menstruated regularly since the age of 13, the periods lasting four 
or five days and of normal amount. On examination under an anesthetic, the 
vaginal cervix appeared to be normal in size and shape and was congested, a little 
blood coming from the external os. Bimanually the two hands clearly approximated 
with the vaginal cervix alone between them, and nothing to represent the uterine 
body could be found. Brown considers that the vaginal cervix supplied the monthly 
loss. Frank E. Tayror. 


Metrorrhagia at an Advanced Age not due to Malignant Disease. 
A. H. N. Lewers (Lancet, 1909, Oct. 1, p. 1169), records two cases of women, 
aged 73 and 70 respectively, in which metrorrhagia was caused by the presence of 
a benign adenomatous polypus in the uterine cavity. Lewers considers that the 
benign character of any growth which may be removed in such circumstances should 
only be accepted as proved after careful microscopic examination. 
Frank E. Taytor. 


The Elongation of the Uterine Nerves in Women. 

Kerrrer, Brussels. (Za Gynécologie, May, 1909). The author illustrates with 
drawings and photomicrographs the innervation of the uterus in the pregnant and 
non-pregnant states. After observing that after menstruation, and more especially 
after pregnancy and even after a mechanical dilatation of the uterus, pain is often 
relieved, Keiffer thought this relief was due to the mechanical elongation of the 
nerves. Nerve stretching has been employed for the relief of sciatica and other 
painful conditions, so he was led to adopt it as a method of relieving pain in pelvic 
affections. The treatment is carried out bimanually, with one or two finger tips in 
the posterior fornix supporting and fixing the cervix; the fundus is then pushed 
by the abdominal hand in various directions, the movement being limited by the 
amount of pain; the sitting is terminated by pushing the uterus up and down. 
The treatment is aided by hot vaginal and rectal injections, hot sitz baths, and 
glycerine with potassium iodide applied locally. Keiffer believes that the good 
results of his treatment are due to stretching the nerves, though he admits he has 
not absolutely demonstrated it. E. H. L. 0. 
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The Permanent Results of the Alexander-Adams Operation. 

G. PretscHker (I.D., Breslau, 1908, Zentralb. f. Gyn., 1909, No. 20, S. 710) 
declares that retroflexion of the uterus, as an anatomically false position, demands 
treatment and correction. Even in uncomplicated mobile displacement of the uterus 
backwards, pessary treatment does not, in many cases, afford the desired relief, 
especially in women whose occupation is physically laborious, and for such cases © 
operative correction, by the Alexander-Adams method, is indicated. 

Pretschker has been able to ascertain the permanent results of this operation in 
patients on whom it was performed in the Breslau Frauenklinik in the years from 
1898 to 1906. The women examined had been operated on at least two years 
previously. The technique of the operation, which is only performed when the 
retroflexion is quite mobile, or has been made so by Schultze’s method, has been as 
follows: Up to the year 1900 the ligament was only drawn forward up to the 
processus vaginalis, through which the first fixation stitch was passed, but since 
that time a more complete shortening of the ligament has been secured by opening 
the diverticulum. The catgut stitches which fix the resected ligament in the course 
of the inguinal canal, at the same time close the canal, but the ligament is also 
included in one or two of the wire stitches uniting the skin. Nearly all the women 
left the klinik in the third week after the operation with their wounds healed by 
first intention. Before the operation the uterus was invariably replaced in its proper 
position and a pessary inserted to support it: the pessary was removed four or five 
weeks after the operation. 

Between 1898 and 1906 the Alexander-Adams operation was performed on 147 
women, and on 69 of them colporrhaphy was done at the same time. In the spring 
ot 1908, 71 women were examined as to the result; 32 could not be found, 3 had died 
from intercurrent maladies and 41 declined examination on the ground that they 
felt perfectly well. Of the 71 women examined, in 68 the uterus lay in anteflexion, 
in 3 only (4:2 per cent.) in retroflexion: in 62 the peritoneum had been opened 
during the operation and in all of these the uterus lay in anteflexion. Pregnancy 
occurred in 28 of the 71 women, and they bore 51 full-term children; 10 women 
aborted but 7 of these 10 also had children at term. Inguinal hernia occurred in 
one case; in 7 instances the operation did not relieve the patient’s sufferings in any 
way. (cf. ante, pp. 120 and 333.) J.J. M. 


Operative Treatment of Extensive Cystocele and Uterine Prolapse. 


T. J. Warxins (Surgery, Gynaecology and Obstetrics, May, 1909), describes in 
detail modifications of the Freund-Fritsch-Wertheim operation, which he has evolved 
during the last eleven years. The vagina is separated from the bladder and the 
bladder from the uterus by means of his method of blunt dissection with scissors. 
A sharp-pointed six-inch scissors, closed, is pushed up between the two structures 
to be separated. The handles are then separated and the scissors withdrawn, open. 
By this procedure time is saved and the hemorrhage lessened. The amount of 
separation is limited as much as possible, in order to lessen the risk of injuring the 
ureters, and to diminish the bleeding and the danger of exfoliation of the mucous 
membrane of the bladder. In delivering the uterus through the peritoneal opening 
the fundus should be drawn down first, as its diameters are less than those of the 
body. There is no necessity to suture the peritoneum to the back of the uterus; 
the structures are in contact and in a few hours become adherent. The back of 
the fundus is fixed by a catgut suture to the anterior ends of the vaginal incision, 
care being taken to avoid pressure on the urethra. The vaginal incision is closed 
by a continuous catgut suture which catches up a small bite of uterine tissue. 
Excision of part or whole of an eroded or hypertrophied cervix, or the treatment of 
diseased appendages can be performed if necessary. In cases of procidentia in 
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which the uterus is large and the broad ligaments much elongated, Watkins excises 
a variable amount of the uterus itself, the uterine wound being closed by the con- 
tinuous suture which unites the edges of the vaginal incision. Finally, a colpo- 
perineorhaphy is done. In the after-treatment the catheter is avoided and vaginal 
drainage insured by raising the head of the bed. A certain amount of febrile dis- 
turbance commonly occurs. The principles upon which the operation is based are 
fully discussed and the indications for it summarised, thus: (1) Cystocele after the 
menopause; (2) Prolapse of the uterus after the menopause, if there is no suspicion 
of malignant disease. Where there is complete procidentia the operation should be 
modified by excision of part of the uterus; (8) In all cases of prolapse and cystocele 
during the reproductive period, in which pregnancy is improbable or undesirable. 
In these cases the uterine ends of the tubes should be excised. Finally, the results 
of 68 operations done since January 1905, are given. Recent reports or examinations 
of 49 of these were obtained. Forty-two were quite satisfactory. Four report some 
pelvic discomfort, though there is no protrusion. One complained of slight protru- 
sion, which on examination proved to be simply thickened vaginal mucous membrane 
over the urethra. In another case there was slight protrusion though no discomfort. 
In one the fundus protruded through the vulval orifice, and a second operation was 
necesary. In no case have there been any vesical symptoms afterwards nor reten- 
tion of uterine secretions. The Mayos report 48 cases, with 1 death from embolus, 
since 1906. Recurrence occurred in only 1 case, and in this the uterus was too 
small. The paper is well illustrated. Mites H. Puitties. 


Subtotal Hysterectomy by Ricard’s Method. 

Fatx (La Gynécologie, May, 1909). As resident, working in Ricard’s clinique, 
Dr. Faix thinks the advantages of this operation should be more widely known, as 
in certain difficult cases it is easier of performance than Kelly’s or Terrier’s. When 
the abdomen has been opened with the patient in Trendelenburg’s position, the 
uterus is drawn up towards the umbilicus to keep the parts on the stretch. The 
peritoneum is then divided across the front of the uterus, just above the bladder. 
The bladder is pushed down till the cervix is reached. The cervix is divided by 
a bistoury held perpendicularly to its axis; the incision begins just inside the uterine 
artery on one side and ends just inside the other artery: the posterior peritoneal 
covering is not to be cut with the knife but is to be torn through with the finger : 
maintaining his traction the operator has no difficulty in isolating the uterine arteries, 
as by carrying his forceps straight back and not outwards there is no risk of 
seizing the ureters at the same time. Adhesions are cleared from below upwards, 
and the broad ligaments are tied from below upwards. The article is illustrated by 
photographs, one of which, at least, is too dark to be of much use. E. H. L. O. 


Acetone in the treatment of Inoperable Cancer of the Uterus. 
GELLHORN (Amer. Journal Obstet., May, 1909). The author of this paper, after 
reviewing the various treatments at present in vogue, gives details of the procedure 
he himself adopts in using acetone. A preliminary is the thorough excochleation 
of the ulcerating area, as the penetrating power of the acetone would be uselessly 
spent in hardening any dead, necrotic tissue. The curetted cavity or crater is then 
carefully dried with cotton sponges and from one-half to one ounce of pure acetone 
is poured into the wound through a Fergusson’s speculum. For this purpose the 
pelvis of the patient must be raised as in the Trendelenburg position. The narcosis 
may now be interrupted and the patient left in this position for from 15 to 30 
minutes. Next the acetone is permitted to run out through the speculum by lowering 
the pelvis of the patient, and the cavity is packed with a narrow strip of gauze 
soaked in acetone. The healthy mucosa of the vagina and the vulva are now cleansed 
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with sterile water and dried; and a cotton tampon is inserted into the vagina to 
absorb any excess of acetone. 

After the preliminary curettage and application of acetone, the regular treatment 
is begun on the 4th or 5th day after operation, and repeated 2 or 3 times a week. 
It is practically a repetition of the latter half of the above operation. Care is to be 
taken to prevent the acetone running over the vulva and perineum as it sometimes 
causes an intense burning sensation. 

The immediate effect of the first application is that oozing is checked almost at 
once, and the surface of the crater is covered with a thick whitish film. 

More remote effects claimed for the treatment are:—A marked reduction in the 
intense fotor. The discharge, at first, becomes more watery and gradually dis- 
appears, and with it, the former odour. At the same time the hemorrhages fail to 
recur. A considerable diminution in the extent of the wound cavity is also noticed 
after 2 or 3 weeks treatment, and its walls becomes smooth and firm. 

Occasionally there is a marked narcotic effect on the patients, while some absorb 
large quantities of acetone which is excreted without, apparently, any ill effects. 

The pain caused by extension of the disease is not relieved and as before requires 
anodyne treatment. 

The treatment is not recommended in patients who are already in the last stages 
of the disease when first seen, nor is it suggested where the seat of the disease 
prevents the proper application of the acetone, e.g., cancer of the uterine body or 


lower part of vaginal wall or vulva. In such cases acetone bisulphite is suggested, 
to be used in an insufflator. J. B. Bannister. 


Fibroma and Carcinoma in the same Uterus. 


v. Kousinyr (Zentralb. f. Gyn., 1909, No. 119, S. 661) reports a case which is 
another proof of the correctness of Winter’s view that the simultaneous appearance 
of these two new growths is not merely a coincidence. A woman of 62 years of age 
complained that, after a pause of seven or eight years, she had for some months 
again been subject to hemorrhage, and that at the same time her abdomen had 
enlarged. She had known for 23 years that she had a tumour which, 14 years ago, 
a physician had described to be as large as a child’s head. At that time she was 
not urged to undergo an operation: now one was imperative. 

The thin but strong woman had an ovoid tumour reaching to the costal arch, with 
distinct fluctuation. The slender portio was continued into the tumour, which was 
taken to be a cystic myoma, though the possibility of its being an ovarian cyst could 
not be altogether excluded. The former diagnosis appeared to be the right one 
upon laparotomy. Chrobak’s hysterectomy was being performed but, when the 
amputation was being done, a brownish-red fluid poured out of the cavity and, as the 
stump also showed signs of malignity, it was removed also. During the operation a 
severe storm smashed the double windows of the operation room and a cloud of 
dust was admitted; the second theatre was not heated, so the only thing to do was 
to cover up the abdominal wound, sterilize the instruments afresh and, after the 
dust had subsided in about 15 minutes, to complete the operation with fresh suture 


material. The patient’s convalescence was not interrupted and she was able to get 
up on the 13th day. 


In the fundus of the removed uterus there was a nodular myoma as large as a 
child’s head, below which the uterine cavity had been dilated by its sero-sanguineous 


contents. A cancerous nodule, the size of an orange (an adenocarcinoma), obstructed 


the cervical canal. The mucosa had the appearance of an endometritis hyperplastica 
and, with the cancer, had secreted the bloody serous fluid. 

Schauta considers uterine hemorrhage, after a long-established menopause, to be 
an almost sure sign of cancer of the corpus. That the simultaneous presence of the 
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two new growths is not a mere coincidence is proved by the frequency with which 
fibroma is associated with a condition so rare as cancer of the corpus. C. Noble, on 
the ground of 337 cases, advances the opinion that 30 per cent. of the cases of 
fibroma not operated on, succumb to complications, especially to sarcoma and 
carcinoma. 

It is remarkable that in cases of fibroma, endometritis, as a rule, develops; it is, 
as a rule, present in cancer and not unfrequently, as has been proved, forms the 
point of origin of malignant degeneration. 

It is enough to point out that post-climacteric hemorrhage in patients with 
fibroma, should always arouse a suspicion of malignant degeneration and lead, if not 
to immediate operation, to prompt and thorough examination of the uterine cavity. 

J.J. M. 


Cervical Cancer, Umbilical Hernia, Operation: Recovery after 
Five Days Anuria. 

v. Kusiny1 (Zentralb. f. Gyn., 1909, No. 19, S. 657) reports a case interesting on 
account of anuria lasting five days and of hematemesis persisting for 24 hours: 
A woman, 45 years of age, was admitted into hospital with a cancer of the 
cervix infiltrating the parametrium, especially on the left side. She had also an 
irreducible umbilical hernia as large as a fist. Her general condition was so good 
as to allow of the surgical treatment of the cervical cancer, though it was a border- 
land case, as regarded operability. The hernial sac was divided and the adherent 
omentum resected, and an attempt was then made to bring up the uterus by pro- 
longing the incision downwards, but adhesions prevented this. All was therefore done, 
up to the isolation of the ureters, in Wertheim’s way. But difficulties presented 
themselves : the pulse became alarmingly rapid and the course of the operation had 
to be accelerated. Then the friable cervix broke away and the cancerous masses fell 
into the wound. Clamps were therefore applied from below and the stump was 
immediately removed. There was very little hemorrhage. For 24 hours there was 
hematemesis; the pulse did not improve under stimulants; no urine reached the 
bladder, and in view of the possibility of the ureters being compressed, the clamps 
were removed after 30 hours. The hematemesis then ceased and the pulse improved : 
there were no symptoms of peritonitis but no urine was passed. At the same time 
the woman complained of pain in the right lumbar region, and fearing that a ureter 
must have been ligatured we tried to solve the problem by means of Ott’s speculum 
and by the ureteral catheter. On the left side the ureter was quite free, on the right 
the catheter ran against an obstacle which seemed to be due to cancerous infil- 
tration. The subsequent course of the case was astonishing. On the fifth day, 
when the general condition of the patient had manifestly improved, diuresis was 
established, and the urine secreted gradually increased till on the 19th day it reached 
1,800 ccm. The patient having recovered from a moderately severe ether bronchitis 
was discharged in good condition on the 28th day. 

Mittag classifies the causes of anuria in five groups: (1) reflex; (2) due to 
diminished blood pressure; (8), (4), (5) due to various renal diseases. In this case 
the anuria was partly reflex, but was most probably chiefly due to diminished blood 
pressure. 

As a rule anuria is followed by death in three or four days; in this case recovery 
took place after five. Whitelaw, however, has reported a recovery after 25 days. 
The hematemesis, later examination having excluded gastric metastases, was prob- 
ably due to the extensive resection of the omentum. dd. 


A Case of Cystic Ovary. 
G. P. Jones (Lancet, Vol. 1, p. 1178) records the case of an unmarried woman 
aged 23, who complained of a persistent dull aching pain in the left iliac region. 
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The catamenia were irregular, scanty and painful, and for 12 months the patient had 
been confined to the house and had spent most of her time in bed. The condition 
was considered to be a neurosis. Bimanual examination under an anesthetic revealed 
some thickening in the left ovarian region. Laparotomy was performed, a cystic 
ovary was removed and the patient recovered and has had no return of pain. 
Frank E. Taytor. 


Solid Ovarian Tumours. 

Ernar Ssévatt (Muenchener m. Wehns., 1909, No. 15), with Wilms, is inclined to 
narrow the application of the term teratoma. He has collected the instances of 
solid teratomata hitherto recorded and draws attention to the variability of their 
malignity and of the relation of that malignity to their histological structure. 
Ovarian teratoma is a comprehensive term including so many histological types of 
essentially different character that a discussion about the malignity of these tumours 
can lead to no result. The idea that a secondary malignant degeneration may 
supervene upon primary benignity finds no objective support in their histological 
structure. It may therefore be concluded that the individual types are primarily 
endowed with tendencies to different forms of development. 

Sjévall distinguishes the following types : 

I. Solid ovarian tumours truly malignant in one direction: (a) sarcomatous, 
(6) neuro-epithelial, or (c) ordinary cancerous malignity; all of unfavourable prog- 
nosis. 

II. Solid ovarian tumours without any true anatomical malignity : (a) the tissue 
tends to mature; of favourable prognosis; (6) the tissue persists in an immature 
condition, when the prognosis is not so good. J. J. M. 


Carcinoma of Ovary Secondary to Carcinoma of the Stomach. 

Montane. (La Ginecologia, February, 1909), reported to the Tuscan Society of 
Obstetrics a case of carcinoma of the ovary evidently secondary to carcinoma of the 
stomach. 

The patient, a woman of 33 years, had an abortion in September, and after this, 
continual hemorrhage, for which reason she came to hospital on the 5th of Decem- 
ber. The diagnosis made was post-abortive endometritis, and in consequence curet- 
ting was performed. Before and after the operation the patient suffered from 
vague pain in the limbs and from transient convulsive attacks without loss of 
consciousness; but what chiefly attracted attention was the rapidity of her pulse 
(180 per minute) and increasing rises of temperature. Rheumatic fever was first 
suspected, then septicemia, so much so that blood was taken from the fore-arm 
and cultures made which, however, remained sterile. Nothing either in the history 
of the case or in the subjective or objective phenomena pointed to the disease which 
was subsequently discovered on the 26th of December. Post mortem examination 
then showed that the woman had suffered from a diffuse and extensively ulcerated 
carcinoma, situated on the lesser curvature and over the posterior wall of the 
stomach. The lymphatic glands of the great omentum, those of the lesser curva- 
ture, and the retro-peritoneal glands along the course of the aorta as far as its 
bifurcation was increased in volume, soft in consistence, and on cutting showed 
evidence of infiltration. The left ovary was the size of a large walnut, and seemed 
totally transformed into neoplastic tissue resembling that found in the stomach. 
The other ovary appeared quite healthy, and no malignant nodules were found on 
the serous membrane. Microscopic examination proved that there was adeno- 
carcinoma of the stomach, with similar metastases in the lymphatics, and in the 
left ovary. The histologic structure of the ovarian tumour was in the main that 
of the gastric, but, at the centre and towards the two poles of the organ, there 
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were areas of tissue resembling endothelioma or sarcoma. There was no evidence 
of such structures in the lymphatic glands. 

Montanelli considers the case worthy of note, not because of its rarity, since 
Schlagenhaufer, who has in one volume recorded the largest number of known 
cases, estimates the percentage of ovarian carcinoma secondary to gastric at 77%, 
but because of (1) the histologic change which occurred in metastasis, (2) the clear 
evidence of the chronological relation between the gastric and the ovarian tumours, 
and (3) the appearance of the ovarian tumour in early life and not long after 
abortion. 

(1). The diversity of histologic structure shown in the ovarian tumour cannot 
justify a new neoplastic individuality being claimed for it. The change was 
evidently due to the special site on which metastasis was implanted and developed, 
for there was no change shown in the diseased lymphatic glands. 

(2). Pfannenstiel and some others have held that many so-called secondary 
tumours of the ovary are really primary or at least coincident with similar tumours 
in other organs. Montanelli demonstrated that in his case it would be impossible 
to consider the ovarian tumour as primary to or synchronous with the gastric,— 
(a) because of its size, which was markedly inferior to that in the stomach, indeed 
evidently of only 3 or 4 months duration; (b) because of the nature of the metas- 
tasis, the glands decreasing in size from above down, and there being no malignant 
nodules on the serous membranes which implantation usually takes place from 
primary ovarian tumours; and (c) because of the absence of ascites, which complica- 
tion arises early and constitutes a diagnostic element in malignant tumours of the 
ovary. 

(3). As regards the clinical side of the case, it forms one which might be adduced 
in support of Glockner’s opinion that secondary tumours of the ovary occur with 
greater frequency when the ovary is still in functional activity. The woman was 
still young, and there was no trace of corpus luteum in the healthy right ovary. 
It must therefore have been in the left, and so presumably the metastatic implanta- 
tion of the neoplasm was coincident with a period when the ovary was in great 
activity and in a state of increased vascularisation. 

Ferroni has recorded a case of ovarian tumour showing a similar relation to a 
pregnancy, and though many cases of ovarian neoplasm certainly do occur after the 
menopause is long past, still the majority of cases would seem to happen before 
that period. J. Bs FE. 


Pelvic Hematocele from Rupture of Blood-cyst of Ovary: Absence 
of Ectopic Gestation. 


JAYLE (Revue de Gynéc. et de Chirurg. Abdom., March—April, 1908) admits that 
in a large majority of cases pelvic hematocele is due to bleeding from an ectopic 
foetal sac. A few instances are reported of hemorrhage from cystic tumours of 
the ovary independent, according to some reports, of axial rotation, and hematocele 
from rupture of a vessel on the surface of a uterine fibroid is not unknown. Jayle 
insists on good evidence that there remains another form of pelvic hematocele 
where there is no tumour and no tubal, ovarian, abdominal, or cornual gestation, 
and where the bleeding undoubtedly proceeds from the ovary. The blood may rise 
above the pelvis with the gravest results, or it may organize and form a well- 
circumscribed tumour in Douglas’s pouch, as is plainly demonstrated by a case under 
Jayle’s own observation. Hence it is not true that “encysted hematocele is an 
accident caused solely by ectopic gestation,” for there is another definite cause. Jayle 
denies that the other cause is necessarily rupture of a follicular cyst. It may be 
so, but he insists that hemorrhages from the vessels in the ovarian stroma cause 
blood cysts to form in the stroma itself independently of Graafian follicles, and 
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that such “hamatic” cysts may rupture and bleed into the peritoneal cavity. On 
the other hand, several writers report cases of pelvic hematocele where the bleeding 
was traced to a true follicular cyst. Jayle has collected 17 instances of hematocele 
due to the rupture of a small blood cyst, primarily hematic or extrafollicular at 
least in most of the cases in the series. 


Jayle gives a very full report of a case where a maiden lady of forty-two years 
of age, always regular, suffered from sharp attacks of pain and subsequent giddiness 
after three successive menstrual periods in the autumn of 1907. On January 6th, 
1908, the period appeared as expected; on the third day the patient had an acute 
attack after defecation and became very anemic. Jayle found palpation difficult 
on account of the narrowness of the hymen which was sclerosed, but he was able 
to define a mass filling the pelvic cavity and continuous with the cervix, apparently 
a fibroid uterus. He operated on January 9th. The pelvic viscera were covered 
with adherent small intestine, and when set free a typical encysted pelvic hemato- 
cele, so often met with in cases of tubal gestation, was exposed. Over a pint of 
tarry blood lay encapsuled in fibrine and organised clot. As the mass was slowly 
detached from its connections, the operator found that the uterus was small, as 
usual in an elderly virgin subject, that the right Fallopian tube was not the seat 
of a sac, and that the right ovary was apparently normal. Jayle amputated the 
right tube and took great pains to note the condition of the left appendages before 
disturbing them, as the hemorrhage was most marked on the left side of the pelvis. 
But the left Fallopian tube was free from any sign of a sac, whilst the ovary was 
found to bear two little cysts, both ruptured. One cyst was dark-coloured and 
blood oozed steadily from it. The left appendages were amputated. The uterus 
was suspended to the parietes by catgut sutures and Douglas’s pouch drained, 
through the abdominal wound, with gauze, removed at the end of forty-eight hours. 
The patient’s convalescence was rather prolonged. The Fallopian tubes and the left 
ovary (the right was not removed) were examined by M. Latteux, Director of Pro- 
fessor Pozzi’s laboratory, at the Hépital Broca. The tubes did not bear a trace 
of any of the histological changes associated with ectopic gestation. The stroma of 
the ovary showed on section numerous minute orifices, the lumina of dilated and 
engorged capillaries. Under the microscope an abundance of hemorrhagic foci 
could be seen all over the stroma. The cysts, including a third, exposed on section, 
were found to be simply a later stage of the process; they were surrounded by a 
very vascular zone made up of hypertrophied arterioles, and venules as well as 
capillaries, some of which had given way shedding their blood not into the cavity 
of the cyst but into the surrounding stroma. In short the cavities in the ovary 
were primary blood cysts, not follicular cysts containing blood. 


Jayle appends two instances, verified by abdominal section immediately after 
the accident, where a hematic cyst ruptured during examination under anesthetics. 
Both cases occurred in his own practice and are described at full length. He adds 
abstract reports of 14 examples of this type of hematocele published by other 
observers. Some are of old date, but in these as in the rest a rupture of a blood 
cyst certainly occurred, although there was no search for decidual relics in the 
tube, ovary or elsewhere. Of the authenticity of the later reports there can be 
little doubt. Amongst them is Bender and Marcille’s case, reported in the JourNat, 
vol. vii, 1905, p. 63. In these later cases the observer took pains to make sure that 
the bleeding was not due to ectopic gestation. Engstrém’s case, where a large intra- 
peritoneal hematocele was traced to hemorrhage from a corpus luteum, is included 
in Jayle’s series. It was reported in the Journat, vol. xii, 1907, p. 402. The 
hemorrhage, it was stated, had originated in the parenchyma of the ovary at the 
spot where the follicle had ruptured. It is not clear, however, that in this, as 
possibly in other instances in the series, the bleeding might not have originated 
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inside a follicle as was possibly the case in the specimen described by the reporter 
illustrating “Apoplexy of the Ovary; Cystic Dilatation without Rupture” (7’rans. 
Obstet. Soc., vol. xxxii, p. 119). The specimen is now in the museum of the Royal 
College of Surgeons, Nos. 4584a and b. The bleeding caused the development 
of a cyst which did not burst, the reporter considered that the specimen was an 
example of ovarian apoplexy originating in a follicle involving the stroma through 
rupture of the follicle. He mentioned two cases of fatal hemorrhage from small 
cysts, published by Brown of Melrose and Alexander Thomson, indeed in Thomson’s 
case the ovary had apparently ruptured before the blood had had time to form a 
cyst in its substance. An instructive specimen of a hematoma of the ovary, removed 
by operation before it gave way, is to be seen in the Museum of St. Bartholomew’s 
Hospital, Pathological Series, No. 2910c. Apert Doran. 


Dilatation of Gall Bladder simulating Ovarian Cyst. 

Cottrinson of Preston, Lancs. (Brit. Med. Journ., May 29, 1909, p. 1294), records a 
case where he successfully excised a dilated gall-bladder of enormous size, one of 
the largest on record. As in several other reported cases, it simulated in many 
respects an ovarian cyst. The patient was a woman 31 years of age. She had been 
three times pregnant. The last pregnancy ended three years before she came under 
Collinson in the autumn of 1908. She had a fall in August, 1907, followed by attacks 
of vomiting of daily occurrence. In December she was confined to her bed and in 
January for the first time noticed a swelling, which she declared occupied the lower 
part of the abdomen towards the right side. It increased rapidly and jaundice 
developed, with emaciation. On February 13, 1908, the swelling was tapped and 25 
pints of fluid came away, the nature of which was apparently not made clear. On 
April 10th 25 pints were again drawn off. The periods, absent from December, 1907, 
re-appeared in June, 1908. The abdomen increased in size and Collinson took charge 
of the patient in October, 1908. At that time she was free from cachexia and 
jaundice, but the circumference of the abdomen was 40 inches at the umbilical level, 
and there was universal fluctuation with thrill on percussion in all directions. Thus 
there was clearly a cyst; its walls were not dense. The uterus lay in its normal 
position and there was not any bulging in the fornices. Collinson thought that most 
likely the cyst was ovarian but felt very uncertain as to diagnosis. He was not 
informed until after he had operated that the patient had been jaundiced. 

Collinson operated on October 19th. The incision was made in the middle line 
below the umbilicus, as for an ovariotomy. At first there was great difficulty about 
defining the relations of the tumour, for the cyst-wall was intimately adherent to 
the parietal peritoneum and could not be distinguished from it. A big trocar was 
thrust into the cavity of the cyst, and 20 pints of thick gamboge-coloured liquid 
escaped, leaving 2 pints or more in the deepest part. Then the operator noted that 
the inner wall was velvety and seemed to bear minute valvule conniventes on its 
surface. The sac adhered to the entire parietal peritoneum adjacent to its anterior 
surface, also to the bladder, spleen, stomach and liver, but nowhere to the intestines. 
Fluid welled up into the cyst cavity, and when it was found that that fluid issued 
from a dilated cystic duct the true nature of the tumour was at length revealed. 
The operation was concluded according to the principles of liver surgery. In March, 
1909, when last seen, the patient was in good health and able to do her housework. 

Collinson refers to similar cases collected by the present Reporter in a clinical 
lecture On Dilatation of the Gall Bladder Simulating Ovarian Cyst (Brit. Med. 
Journ., vol. i, 1905, p. 1316). In the Reporter’s case the tumour was of the class that 
fills the greater part of the right side of the abdomen and so is liable to be taken 
for an ovarian cyst fixed to that side by parietal adhesions. Kocher and Tuffier as 
well as the Reporter publish cases of this class. We must add a fourth, published 
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later by Professor Kynoch, Distension of the Gall-bladder simulating Ovarian Cyst 
(Lancet, vol. ii, 1905, p. 1105). The Reporter’s patient died four months after the 
operation and was found to be the subject of cancer of the head of the pancreas pres- 
sing on the common duct. Collinson’s case comes within the first class in the Reporter’s 
classification, cystic tumours of great size extending to the left of the middle line. 
Three such cases have already been reported, the authors being Terrier, Lawson Tait 
and Gersuny. Terrier’s cyst contained 42 pints, a calculus was found blocking the 
cystic duct. Collinson’s is the next in size; it must be noted that no calculi were 
discovered either during the tappings, or the operation, or the draining afterwards. 
We may add that it had been tapped twice and that it held 22 pints of fluid at 
the date of the operation, whilst Terrier’s was only tapped just before its removal, 
so that Collinson’s was probably as bulky as Terrier’s. In the latter as in Col- 
linson’s, there were strong adhesions to adjacent structures. Collinson, speaking 
of the diagnosis of these cystic gall-bladders developing in women, quotes Kocher, 
who remarks that the conspicuous bulk of the growth naturally turns the thoughts 
of the observer to ovarian cyst, the commonest form of abdominal tumour. 
AsBan Doran. 


Primary Sarcoma (?) of Fallopian Tube. 


Gosser (Annales de Gynéc. et d’Obstet, May, 1907) observes that Quénu and 
Longuet only report six authentic cases of primary sarcoma of the Fallopian tube in 
their well-known monograph, and claims to have removed by operation a genuine 
sample of this rare disease. A woman, 44 years of age, was admitted into Gosset’s 
wards in the Hépital Necker last October complaining of a constant serous discharge 
which had lasted for three years and was quite painless. The periods were perfectly 
regular. For a year the abdomen had been increasing in size. The patient had 
borne three children, the youngest was twelve years old; there was no history of 
pelvic inflammation. The general health was good and there was no emaciation. 
Gosset discovered a painless, movable, smooth, regular and firm tumour in the left 
iliac fossa, separate from the uterus and simulating a pedunculated subserous fibroid. 
He operated and found that the tumour was a bulky sausage-shaped mass replacing 
the left Fallopian tube, the corresponding ovary was healthy. The tumour adhered 
to a coil of small intestine from which it was set free with ease. A metastatic 
nodule, as big as a nut, was excised from the great omentum. The right tube formed 
a hydrosalpinx. The tumour was removed, and the uterus amputated above the 
cervix, the right appendages being taken away as well. The operation was performed 
on October 16th, 1908, and the patient recovered. The tumour weighed 757 grammes 
(over a pound and a half) and measured in its long axis 21 centimetres (over eight 
inches). 

The tumour was carefully examined by Herrenschmidt and also by Borrel of the 
Institut Pasteur. It consisted of a medullary mass, mainly occupying the inner half 
of the tube, and developed, it appeared, rather in the tubal walls than in the mucosa. 
Much of the growth was undergoing necrosis. On close inspection of sections of the 
newest portion of the growth free from necrosis the pathologists concluded that the 
tumour was a perithelioma, which Waldeyer would call a plexiform angio-sarcoma, 
and not a papillomatous cancer. 

[This case is of much interest as the patient was under the care of a highly 
competent observer and the tumour was inspected when fresh by pathologists of 
repute. For the most recent information on sarcoma of the Fallopian tube, see F. 
McCann, “Sarcoma of the Mesosalpinx,” Proc. R. Soc. Med., Obst. and Gyn. Section, 
February, 1909, p. 183. Several sources of fallacy were suggested by McCann, and 
by the present Reporter who discussed the case. Gosset, however, supplies his 
readers with good photogravures which shew that the growth in his case was 
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undoubtedly in the tube and not in the mesosalpinx. As for the free discharge, this 
symptom was also observed in K. Thornton’s case of cancer which the Reporter de- 
scribed in 1888; the discharge watery, inoffensive and occasionally sanious had, as in 
Gosset’s patient, continued three years. In 24 out of 62 cases of primary cancer of the 
tube a watery discharge, sanious in at least 15 subjects, was reported (Miknoff, 
Routier, Boursier and Venot, etc.), and very free watery discharge was the most 
prominent symptom in an instance of innocent papilloma of the tube recorded by 
Doléris; the patient was living, free from recurrence, five years after the operation. 
—Rep.] Asan Doran. 


Tubercular Peritonitis associated with Infection of the Fallopian 
Tubes. 

West (Amer. Journ. Obstet., May, 1909). In the cases of simple tubercular 
infection of the tubes in which the fimbriated ends are not adherent, which is the 
rule, there is a pronounced periodicity in the attacks accompanied by all the mani- 
festations of an acute infection of the pelvic peritoneum, viz., soreness, pain, 
nausea, and often vomiting; elevation of the temperature from 100—102, evidence 
of fluid accumulation in the pelvic peritoneum; great sensitiveness on vaginal 
examination, with boggy sensation of Douglas’ fold, which is very pronounced on 
rectal examination. 

The uterus and tubes are more movable than in gonorrheal salpingitis, and the 
attack passes off in 8 to 10 days, to recur in 3 to 6 weeks. This periodic pelvic 
peritonitis is due to expulsion of débris from the tube into the pelvic peritoneum. 
Soreness preceding the pain, distinguishes the case from one of recurrent appendiceal 
pelvic infection. 

The chief points for a clinical diagnosis in the tubercular peritonitis complicated 
with tubal disease are: Recurrent attacks of pelvic peritonitis extending over 
months, gradual accumulation of fluid in the abdomen; hectic, afternoon, or evening 
temperature; gradual and progressive loss of strength and weight, and sensitiveness 
of the abdomen. J. B. Banister. 


Two Cases of Tubal Pregnancy. 

Bertino (Za Ginecologia, February, 1909) reported to the Tuscan Obstetrical 
Society, two cases of tubal pregnancy, chiefly interesting becausa they illustrate 
some points in connection with the physico-pathology of the gravid tube. 

Both the women were pluripare, one had had one normal pregnancy, the other 
six. Both came to hospital complaining of persistent discharge of blood of some 
weeks duration, and of spasmodic colicky pains in the lower part of the abdomen. 

On objective examination of the first case, no evidence of free fluid in the 
abdomen nor presence of any abnormal tumour could be detected, but the uterus 
and right adnexa were increased in size and soft. The pain and discharge became 
worse, and two days after, the woman expelled from the vagina a membranous cast 
of the uterine cavity. On a new examination there were still no signs of ascites, 
but, in the right lower quadrant of the abdomen, there could be felt immediately 
behind the anterior wall an elongated hard movable body, which, on bimanual 
examination, was found to be connected with the right angle of the uterus by an 
attenuated extremity. Diagnosis of right tubal pregnancy with probable abortion 
was made, and laparotomy was performed. On opening the abdomen, there was 
seen to be a very small quantity of blood behind the uterus and over the intestines 
and omentum. The right tube projected against the abdominal wall, and from its 
dilated fimbriated extremity protruded for half its length (5cm.), an elongated 
blackish body, which on opening was seen to have a cavity lined by smooth mem- 
branes and the walls formed of stratified blood clot. There was no trace of an 
embryo. The right ovary was enveloped in thin false membranes and showed a 
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recent corpus luteum. The uterus was as large as in a two months pregnancy. The 
left adnexa were perfectly normal. Leaving the uterine extremity of the right 
tube, the rest of the right adnexa was removed. Even in situ it was seen that at 
a distance of about half an inch from the point of section of the tube, the isthmic 
portion of the tube was invaginated into the ampullar. 

On examination of the second case the abdomen was found to be swollen, but 
not rigid. The uterus was enlarged, and behind it the pouch of Douglas was dis- 
tended by a soft swelling, the size of a seven months’ foetal head. Diagnosis of retro- 
uterine hematocele from extra-uterine pregnancy was made, and on opening the 
abdomen it was found necessary to remove hematocele, uterus, and both adnexa. 
The left tube showed an extensive tear in its ampullary part, the right a collection 
of blood in its middle third and its fimbrie were tightly sealed. The uterus was 
double its normal size, and was covered with clots and fragments of the hematocele 
membranes, as were the ovaries. No corpus luteum could be seen in either ovary. 

The first fact worthy of note in the two cases is the differing results of 
tubal pregnancies, consisting, as both evidently did, of the same ampullary variety, 
and, as the history indicated, of ovules in the same stage of development. Other 
points of interest are in the first case (1) the invagination of the tube, and (2) the 
projection of tube and ovum against the anterior abdominal wall instead of their 
falling down, as is usual, into the pouch of Douglas. 

All authorities are not agreed on the existence or direction of tubal peristalsis, 
but the author thinks that anti-peristaltic contractions happened in the tube with 
the direction from uterus to ovary. This is gathered from the ovum being found 
just as it was being expelled from the tube into the abdomen, and because of the 
invagination of the isthmic portion of the tube into the ampullary. J. H. F. 


A Case of Interstitial Tubal Pregnancy. 

Winpiscx (Zentralb. f. Gyn., 1909, No. 19, S. 655) writes : Interstitial tubal preg- 
nancy is the rarest form of ectopic gestation. In the very exceptional cases in which 
the ovum reaches full or approximate maturity, the pregnancy may to the end 
remain interstitial, or it may encroach on the cavity of the uterus (graviditas tubo- 
uterina), or the distal portion of the tube up to the ampulla may be drawn up for 
the reception of the enlarging ovum, as happened in the case now reported. ; 

At the end of September 1906, a healthy woman, 25 years of age, sought my 
advice: her last period occurred on August 15, and that in September, coming on 10 
days too late, had persisted for 5 days with severe cramps and profuse bleeding. She 
was found to be pregnant 5 or 6 weeks, and left with the advice in case of more 
bleeding or fever, to consult a doctor, as she would probably abort. On July 27, 
1907, I saw her again: the hemorrhage had ceased three days after her last visit; 
the pregnancy had quietly gone on. She had quickened in December and she expected 
her confinement in May, but nothing occurred except severe pains. Since that time 
she had not felt the movements of the child, and abdomen had gradually become 
smaller, and for a considerable time there had been a free secretion of milk. She had 
come for advice because of the delayed labour, her pregnancy having now existed for 
11 months. The woman, though thinner, was still well nourished. In her abdomen, 
a smooth, freely-movable tumour could be felt, extending three fingerbreadths above 
the navel. It was broadest transversely, appeared to be cystic and distinctly 
contractile. The portio vaginalis, hard and thick, could be followed to a body which 
lay in the left iliac fossa, corresponded to the enlarged elongated uterus, and was 
connected and moved with the tumour. Careful sounding proved it to be an enlarged 
uterus 7cm. in length. An ectopic pregnancy was diagnosed and laparotomy was 
performed on July 27 under chloroform narcosis. When the abdomen had been 
opened, the adherent omentum was ligatured in sections and divided, the sigmoid 
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flexure, the thickened appendix and a convolution of small intestine which were 
also attached to the tumour, were pushed away from it, and the tumour was liberated 
after ligature and division in sections of the broad ligament right up to the uterus. 
The tumour was then cut away from the uterus, in doing which the cavity of the 
uterus was opened to the size of a hazel nut. The wound in the uterus was closed, 
the diseased appendix removed and, after the peritoneal toilet, the abdominal wound 
closed also. Convalescence was attended with slight fever, but no suppuration. 
Section of the tumour, removed whole, yielded a macerated female foetus 52cm. long, 
in waters containing meconium. That the pregnancy was an interstitial one after- 
wards involving the tube, appears from the fact that in the sixth week, in spite of 
careful examination, no resistance was found alongside the uterus; moreover, in the 
left side of the specimen, both macro- and microscopically, one can see bundles of 
uterine muscle which, to the right, disappear, to be replaced by the stretched-out wall 
of the tube, and finally the insertion of the tumour into the uterus proves the 
original nidation of the ovum. 

The case seems to be unique in that the pregnancy persisted without any distress 
to (and beyond) term. Other cases of interstitial pregnancy have been terminated 
from the third to the fifth month by rupture or operation. J.J. M. 


Intra-Ligamentary Extra-Uterine Pregnancy, and Uterine 
Rupture. 

Tissier and Pinarp (Bull. Soc. d’Obst. de Paris, April, 1909). The authors 
give notes, with an illustration, of this condition, of which the following are the 
chief points of interest. The patient, a primipara aged 29 years, had an apparently 
normal pregnancy until about the third month, when she had an attack of severe 
pain, of short duration, in the right iliac region. Towards the end of the ninth 
month slight pain again cccurred, and was thought to be the onset of labour; this 
lasted for several days, when the patient experienced a sudden severe pain in the 
region above and somewhat to the right of the symphysis pubis, followed by dark- 
coloured hemorrhage from the vagina. A feeling of faintness was present together 
with the usual signs of shock. The diagnosis of rupture of the uterus was made 
and the patient sent into hospital. Operation was not performed on admission, and 
on the next day the pulse rate was lower, and the general appearance improved ; 
the abdomen, however, was rigid, somewhat contracted, and difficult to palpate. 
The foetus was still alive and no hemorrhage was observed. There was no 
shortening or dilatation of the cervix. The only sign of rupture was tenderness 
above and to the right of the symphysis pubis, where there was also a depression 
attributed to some inequality of contraction of the uterine muscle, or to the neck 
of the fetus. The next day the condition was as before but the foetus was dead; 
some dark blood, with an offensive odour, escaped from the vagina, the abdomen 
being still hard and tense. The diagnosis of internal hemorrhage was made from 
the pain, the death of the foetus, the abdominal tension, and the external hemor- 
rhage. A dilating bag was introduced into the uterus without difficulty; some con- 
tractions occurred and the bag was expelled in a few hours, followed by cessation 
of the pains. On introducing the hand into the interior of the uterus, the cavity, 
which easily admitted the whole hand, was found to be empty; on the right side was 
a closed sac containing the foetus, and having no communication with the uterus, 
the walls being fused laterally and behind. 

Laparotomy was performed and no signs of peritonitis or hemorrhage were seen. 
The enlarged uterus was lying over to the left and behind. On the right side was 
a large cyst with transparent walls, intact and connected with the broad ligament. 
In its interior was seen a macerated fetus lying in fetid liquor amnii. The 
placenta was inserted high up and to the right in the sac. 
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On account of the friability of the adhesions, and the degeneration of the cystic 
contents the placenta was not separated, the sac being drained by a gauze packing. 
The uterus was not disturbed beyond being drained by the natural route. The 
patient died next day. 

The specimen on examination showed the sac with the placenta and cord in its 
interior; no communication with the uterus was found. The right tube or round 
ligament could not be seen. The ovary was, however, lying in front, the sac being 
contained between the layers of the broad ligament. The uterus showed on its 
right side and behind, a rupture, which extended from behind the sac under the 
posterior fold of the broad ligament. 

The authors come to the conclusion that the condition had been that of a tubal 
pregnancy which had ruptured about the third month, then continued its growth 
between the layers of the broad ligament. At term a false labour occurred 
following which came the death of the foetus, the ovum becoming infected through 
the wall with an unusual rapidity. The rupture of the uterus cannot be explained. 
It seems unquestionable that it happened when the attack of severe pain occurred ; 
and yet the patient was a primipara, the uterus being empty, and no history of 
any mechanical interference having taken place before admission into hospital. 

The introduction of the dilating bag and hand may possibly have caused an 
increase in the size of the rupture; but these measures had only been resorted to 
36 or 48 hours after the symptoms of rupture had been diagnosed. 

. A. Louise McIzroy. 


Expulsion of the Decidua Uterina of Tubal Pregnancy in the 
Inverted Condition. 

P. Bucut, Breslau (Zentralb. f. Gyn., 1909, No. 13), two days after operating 
for tubal pregnancy upon a tertipara 23 years of age, who made a good recovery, 
found that the decidua uterina expelled into the receiving vessel, turned inside out, 
the smooth surface covered with epithelium on the outside. Neither in von 
Winckel’s Handbuch nor elsewhere has he been able to find a similar case recorded. 

J. J. M. 


A Lithokelyphos. 

J. B. Hatt (Zancet, 1909, Vol. 1, p. 1380) found a stony hard, globular mass 
rising from the pelvis half way to the umbilicus in a woman aged 45. She had 
been married 21 years and had had no children, but gave a typical history of 
ruptured tubal gestation soon after marriage, when the tumour appeared. It was 
diagnosed as a calcareous fibroid, and was easily shelled out of the left broad liga- 
ment. The tumour was found to be a calcified spherical mass as large as a child’s 
head, and on section a perfect foetus was disclosed encased in a calcareous shell. 

Frank E. Taytor. 


Eclampsia and its Treatment. 

Eris Essen M6tter (Muenchener m. Wehns., 1909, No. 15, S. 774) reviews 41 
cases met with in the last six years; in two the convulsions did not begin until 
after delivery. The total mortality was 10 per cent. He holds that as long as the view 
that eclampsia depends upon intoxication continues to be accepted, and we have no 
other available means of neutralizing the poison, the essential principle in treating 
the disease must be the rapid removal of the ovum. Except in certain cases an 
expectant treatment is unjustifiable. The mortality of the children was 13.6 per cent. 
The author has repeatedly met with lacerations and hemorrhage after the use of 
Bossi’s instrument. Vaginal Cesarean section was performed in seven cases, and 
the immediate result was good in all. All cases of eclampsia should have the benefit 
of hospital treatment. J. J. M. 
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Eclampsia. 

W. B. Mayne (Zancet, 1909, Vol. 1, p. 1111) records a case of eclampsia with 
eleven fits in a primipara aged 21, and followed by recovery. The first fit occurred 
as the placenta was passing the vulva. Morphia and strychnine were injected 
hypodermically, a rectal injection containing bromide of potassium, chloral, sulphate 
of magnesium and acetate of ammonia was given, and the patient was wrapped in a 
hot wet pack. By the fourth day albumen had disappeared from the urine. 

Frank E. Taytor. 


Sudden Death from Ventricular Hemorrhage in a Woman in a 
State of Eclampsia. 

Desnoves (Bull. Soc. d’Obst. de Paris, Jan., 1909). The patient, a primipara 
aged 26 years, and about 54 months pregnant, was admitted into hospital in a 
comatose condition, only moving slightly when spoken to and responding incoher- 
ently. There was pallor, but no cedema; the urine contained albumen, the arterial 
tension was raised, but there were no eclamptic convulsions. About five hours after 
admission the patient became cyanosed and froth appeared on the lips, without, 
however, any convulsions. Respirations became slower, the upper limbs contracted 
and the patient died, attempts at artificial respiration having been made without 
avail. At the post mortem examination sub-capsular hemorrhages were found in 
the liver, but none on section of the liver tissue; the kidneys were slightly con- 
gested. The left side of the heart was hypertrophied, the right dilated. Blood was 
found in the fourth ventricle of the brain but none in the large meningeal cavity. 
The sudden death was therefore due to cerebral hemorrhage before the onset of 
convulsions. A. Louise McIzroy. 


Ventricular Hemorrhage simulating Eclampsia. 

A. Ranpie (Lancet, 1909, vol. 1, p. 1111). A multipara, aged 48, and six months 
pregnant, had a general convulsion and became semi-conscious, but gradually 
recovered. The urine was half solid with albumen. Five days later she gave birth 
to a macerated male foetus. Four days later she had a fit after an enema and two 
fits the next morning, during the second of which respiration ceased. Artificial 
respiration was carried out, but the heart gradually weakened and stopped. 

At the autopsy the kidneys were found to be of the red granular type, the liver 
deeply congested and the heart hypertrophied. There were a few minute hemor- 
rhages on the surface of the brain and a ventricular hemorrhage from an anterior 
perforating artery, nearly filling both ventricles and extending down the iter to 
the fourth ventricle, where pressure on the respiratory and vasomotor centres 
caused death. Frank E. Taytor. 


A Case of Cerebral Abscess Simulating Eclampsia. 

DE Snoo (Zentralb. f. Geb. u. Gyn., 1909, No. 19, S. 668) recently reported the 
following case to the Netherlands Gynecological Society: A decipara, who for 
10 months had been suffering from ear disease, was admitted into hospital with the 
diagnosis of eclampsia. Her face was thin and there was no oedema except on her 
feet and that not more than slight. Her temperature was 37°6°. Her urine con- 
tained 1:1000 albumin. She had nystagmus and conjugate deviation, and catarrh 
of the middle ear. Except for the convulsions she had no symptom pointing to 
cerebral disease. She was delivered spontaneously of a child weighing 3,690 grammes, 
but had some slight spasms of some groups of muscles in childbed. On the eighth 
day a radical operation was performed on her ear and a cholesteatoma removed, but 
her condition did not improve. Two days later an incision was made in the dura 
mater and a cerebral abscess evacuated and she then got rapidly better. For the 
differential diagnosis it was important that she had not vomited and also that there 
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was no cedema of the face. The albuminuria alone prevented eclampsia being at once 
excluded, but it may be attributed to the kidney of pregnancy. J. J. M. 


On the Treatment of Uncontrollable Vomiting of Pregnancy. 

Watticw (Compt. Rend. Soc. d’Obst., etc., de Paris, Feb—March, 1909). In this 
paper the author has very fully entered upon the treatment of such cases, and has 
given the means of treatment in three divisions, viz., diet, therapeutic, and obstet- 
rical measures. 

The first attempt at treatment consists in careful nursing of the patient away 
from friends; small quantities of milk are given at regular intervals, a glass, half 
or a quarter of a glass or even a spoonful at the time, according to the quantity 
retained. Small quantities of coffee or soup may be given, and increased slowly as 
improvement occurs. If milk cannot be retained even in small quantities, water only 
must be given in minute doses—boiled or otherwise; later, water flavoured with 
syrup, or a mineral water may be substituted. This treatment by water alone is 
to be kept up for only a few days, then milk and water given followed later by 
pure milk. If the vomiting still persists all fluid by the mouth must be stopped, 
and one or two saline enemata prescribed. Later on, as the patient shows signs of 
improvement and small quantities of food are retained, a purely vegetarian and 
farinaceous diet must be kept to, all forms of meat being forbidden. 

Therapeutical measures in the form of drugs have proved themselves of little 
use; chloral administered in the form of an enema is perhaps the best. Pinard’s 
treatment by the inhalations of oxygen sometimes has a sedative effect, and lessens 
the attacks of vomiting. Electricity may prove beneficial but has not had much 
of a trial in this particular condition. 

In the obstetrical treatment the author differs somewhat from Pinard, who 
advised interruption of the pregnancy when the pulse exceeded 100 per minute; he 
prefers interference if a pulse rate of even 90 is maintained for some time. Inter- 
ference should be advised in such cases in spite of an increase in the quantity of 
the urine, if vomiting is incessant and if there are also nerve symptoms such as 
headache, and ocular changes. Four cases are given, showing the treatment by 
dieting and serum; this was successful in one, but the others had to be terminated by 
the induction of abortion. A. Louise McIzroy. 


Suprarenal Treatment of Hyperemesis Gravidarum. 

Sitvestri and ZANFROGNINI (Annali di O. e. G., April, 1909), reported to the 
Medico-Chirurgical Society of Modena some results of treatment of Hyperemesis 
Gravidarum with suprarenal extracts. 

Silvestri related that in consultation with another doctor he visited a patient 
suffering from intractable vomiting, for whom all ordinary hygienic and therapeutic 
measures had been tried in vain. Judging from certain experiments, that insuffi- 
ciency of the cortical substances of the suprarenals played an important part in 
producing auto intoxications in pregnancy, he advised giving a preparation which 
should contain cortical as well as medullary suprarenal extract. Therefore Bur- 
roughs and Wellcome’s suprarenal tabloids (2 per day) were taken by the patient, 
with the result of an almost immediate improvement, and two days after, vomiting 
entirely ceased. The patient remains well, but takes one tabloid daily. 

Zanfrognini was of opinion that in Silvestri’s case, the favourable action of the 
remedy should not be attributed to the cortical substance of the capsules, but to the 
chromatin principle of the medullary substance, since in his own experiments he had 
obtained equally brilliant results with products which contained no cortical supra- 
renal substance. He gave as an instance the case of a woman in whom morning 
sickness had assumed the form of pernicious vomiting. This had lasted for several 
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weeks after the third month of pregnancy, till the woman was reduced to a very 
weak state in spite of usual treatment. He prescribed Vassalé’s paraganglionic 
extract. The severe vomiting ceased three days after beginning to take the extract 
and the morning sickness also disappeared within a few days. J. Hd. 


Exophthalmic Goitre and Pregnancy. 

Stowe (Amer. Journ. Obstet., May, 1909), reports a fatal case in which the 
symptoms of exophthalmic goitre had appeared during a first pregnancy which 
terminated in abortion at the 10th week. At the onset of the second pregnancy, 
2 years later, the symptoms showed a marked exacerbation, vomiting, diarrhoea and 
slight jaundice making their appearance. The uterus was emptied, but the patient 
died with symptoms of acute toxemia 6 days later. No autopsy was allowed. 

Stress is laid on the necessity for a guarded prognosis when this complication is 
met with, and the rapid loss of weight, fever, early appearances of cardiac bruits, 
and severe vomiting are mentioned as unfavourable signs. The essence of treatment 
consists in watching the patient closely and terminating pregnancy upon the appear- 
ance of any of the more serious symptoms. J. B. Banister. 


Pyelonephritis as a Complication of Pregnancy. 

Davin J. Evans (Montreal Med. Journ., vol. xxxviii, No. 2) points out that this 
complication in its milder form is far more frequent than is suspected. It is usually 
associated with the early part of the second half of pregnancy; the right kidney is 
commonly affected, though the disease is sometimes bilateral. Dilatation of the 
ureters, whether produced by compression between the pelvic brim and the uterus 
or by the rotation of the latter organ is invariably present. Hence it is probable 
that a hydronephrosis always precedes a pyelonephritis. The infecting organism is 
nearly always the colon bacillus though mixed infections are not unknown. The 
disease is most frequently mistaken for appendicitis or occasionally enteric fever, 
but the condition of the urine with tenderness over the affected kidney usually 
renders diagnosis easy. Sometimes a sensitive ureter can be palpated through the 
vagina. 

The treatment of the milder cases consists of rest in bed, milk diet, the copious 
use of water, and simple purgation with the exhibition of urinary antiseptics. If the 
symptoms of fever and pain persist, local treatment must be resorted to, viz., 
catheterization of the ureter or, rarely, termination of pregnancy. The kidney 
must be drained if pyonephrosis is suspected. 

An abstract of three cases, one ending fatally, from the Montreal Maternity 
Hospital concludes the paper. J. A. W. 


A Report of Five Cases of Acute Gangrenous Appendicitis 
occurring during Pregnancy. 

R. H. Lopenstine (Bulletin of the Lying-in-Hospital of the City of New York) 
discusses the relative frequency of appendicitis during pregnancy, and thinks that 
many mild cases are overlooked or diagnosed as metritis, pyelitis, etc. M. H. Meyer 
(Am. Journ. Obs.) reported 143 cases of appendicitis during pregnancy and the 
puerperium, and pointed out the danger of this condition, especially if abortion 
followed the attack. 

The author is strongly of the opinion that mild cases of appendicitis during 
pregnancy are much better left alone, but severer cases must be operated on. Great 
gentleness should be employed to prevent adhesions from being broken down, and 
to diminish the risk of abortion. This latter event adds a much greater risk to the 
mother’s life by separating adhesions and permitting a local to become a general 
infection. The statistics, quoted fully, bear out this point. The five cases which 
form the basis of the paper are fully reported. J. A. W. 
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Adrenalin in Osteomalacia. 

B. EnciAnper, Cracow (Zentralb. f. Gyn., 1909, No. 18), has tried Bossi’s method 
of treatment in six cases of osteomalacia, injecting 0°5 to 0°1 cubic centimetres of a 
1:1000 solution; the number of injections varied from 9 to 70, but was generally 
about 40. In all the cases decided symptoms of intoxication supervened in the form 
of rapidity of the pulse, giddiness, noises in the head and dilatation of the pupils. 
No case was cured; some improved as far as diminished pain was concerned, but 
whether in consequence of the injections or of the better mode of life in the hospital, 
is doubtful. There seems to be no ground for substituting adrenalin for phosphorus 
in the treatment of this disease. J. J. M. 


Medico-legal Reports on Obstetrical Accidents. (Beitrag zu den 
Unglicksfallen bei geburtshilflichen Operationen und ihrer 
gerichtsadrztlichen Begutachtung.) 


von Frangui, Giessen (Volkmann’s Sammlung, No. 524, Gyndk., 194). Part of 
this address is an account of the manner employed by the Austrian courts of refer- 
ring charges of malpraxis to the “Faculty” for a medical report in answer to 
specific questions. This is explained by examples from his experience, and some of 
the cases quoted are interesting in themselves as instances of awkward accidents 
that may happen even to careful obstetricians. For instance the first case is that 
of a doctor of experience called to a confinement by a midwife 54 hours after the 
onset of labour and 36 after the rupture of the membranes: fortunately the doctor 
made a careful, written report of the occurrence, and von Franqué makes this an 
occasion to insist on the importance of written reports made as soon as possible 
after an obstetric misadventure. The midwife told the doctor that the head was 
jammed : on examination it was found that the uterus was so tonically contracted 
and so tender that abdominal palpation gave negative results, though small parts 
were felt near the fundus: the heart sounds were not audible: per vaginam the 
anterior lip of the cervix was felt, much swollen and lying in front of the present- 
ing part which was so much swollen with caput that the position could not be 
accurately felt, but a suture seemed to run across it, and the swollen eyelids were 
palpated. In view of the long duration of the labour in a rachitic primipara and of 
the continuous voiding of meconium for some hours, the doctor proceeded to - 
perforate, as he thought, the brow of a dead child. A single turn of the trepan 
revealed the fact that he had opened into the hip joint. Delivery was effected 
with the blunt hook and the child lived, and the wound healed rapidly with only 
temporary paresis of the limb. The mistake was excusable and the delivery carefully 
carried out. 

In the second case more serious results followed : the doctor was called to a woman 
suffering from hemorrhage with retained placenta after a spontaneous expulsion of 
the child: a similar condition had obtained at previous confinements. The doctor 
failed to express the placenta so attempted to remove it per vaginam. As the 
woman was extremely exsanguine and the hemorrhage continued the case was 
urgent. The hand seems to have passed through a laceration in the uterus, and the 
whole uterus with the placenta inside it, along with the appendages, were removed : 
the hemorrhage ceased but the patient died immediately. It was not clear whether 
the doctor had lacerated the uterus or entered a pre-existing tear. Von Franqué 
claims that the doctor was justified in proceeding to remove the placenta: the 
patient was so anemic that she was probably moribund. The accident might easily 
occur, and he refers to a collection of similar cases, in some of which the mother 
recovered! Where the placenta is adherent and dips deeply into the uterine wall 
it is sometimes impossible to distinguish its limits, and the uterine wall in such 
cases may be easily perforated. Even the most skilled obstetricians have at times 
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been puzzled to find their bearings in cases of laceration of the soft parts, as in the 
case reported by Everke of Bochum. 

The other cases referred to are one of rupture of the uterus where the doctor 
left the patient with the placenta still in the uterus, and one of urinary fistula 
following on a prolonged labour ended by craniotomy after repeated attempts to 
deliver with forceps on three successive days. 

Such misadventures do not necessarily end favourably for the doctor even when 
civil or criminal proceedings are in his favour: he is often compelled to start 
practice in some other part of the country. K. H. L. O. 


Rupture of the Pregnant Uterus from Contrecoup in a Woman 
not in Labour: Operation ; Recovery. 

J. Paiurrs (Lancet, 1909, Vol. 1, p. 1820). A healthy sextipara, when seven 
months pregnant, fell from a height of twelve to fourteen feet on to her buttocks. 
Foetal movements were felt immediately after the accident. Three days later she 
developed acute bronchitis, and on the eighth day a little blood escaped from the 
vagina and gradually became more free. On palpation of the abdomen on the tenth 
day a foetus could be felt with its face looking to the left and a swelling in the 
hypogastrium reaching half way to the umbilicus gave the sensation to the touch 
of a uterus recently emptied of the after-birth or the uterus of a far-advanced 
extra-uterine pregnancy. Vaginally the cervix was soft and admitted the finger to 
the internal os. The sound passed beyond the fundus and could easily be felt imme- 
diately behind the abdominal wall. 

Abdominal section was performed and an irregular longitudinal laceration of the 
anterior wall of the uterus was found with retracted edges, the placenta lying in 
front of the uterus and the macerated foetus lying among the intestines. The 
sloughing edges of the uterine wound were pared and sutured with silk, the parietal 
peritoneum was stitched to the sides of the uterine scar, and gauze drainage was 
applied. The patient recovered, and subsequently suffered from colicky pains in 
the lower hypogastrium during the menstrual flow, whereas before the accident 
menstruation had been painless. Frank E. Taytor. 


Puerperal Sepsis, Vaginal Hysterectomy, Recovery. 

SracKket (Muenchener m. Wchns., 1909, No. 15, 8. 782) recently exhibited at the 
Marburg Medical Society a uterus removed by the vagina from the following case : 
A woman was admitted to the klinik three weeks after childbirth, during which time 
she had persistent hemorrhage. Considerable remnants of the placenta were recog- 
nized as the cause of the hemorrhage and they were removed, but high fever with 
rigors supervened and persisted, and on the very next day a severe endocarditis 
with extensive pericarditic exudation was detected. Her condition seemed desperate 
but on vaginal total extirpation of the uterus, the fever declined, and the endo- 
carditis and pericarditis underwent involution. Her convalescence was delayed by 
severe icterus manifestly to be attributed to septic infection, but she ultimately 
recovered. J. J. M. 


Ligation and Excision of Thrombosed Veins in the Treatment of 
Puerperal Pyzmia. 

J. Wuirripce Witiiams (Amer. Journ. Obstet., May, 1909), reports his own 
experience of 5 cases with 4 recoveries, and, after reviewing the literature of the 
subject, comes to the following conclusions :— 

1. As the average mortality of puerperal pyemia is in the neighbourhood of 
66°6% any operation which affords a chance of reducing it should be welcomed. 

2. The paper is based on the study of 56 cases of thrombophlebitis treated by 
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the excision or ligation of one or more pelvic veins. Fifteen operations by the 
extraperitoneal, and 41 by the transperitoneal method gave a gross mortality of 
80% and 43°9% respectively. Not an appreciable difference from that obtained by 
expectant treatment. 

3. Many of the reported cases were not susceptible of cure, and the technique 
was often faulty. Upon deducting such cases there is a corrected mortality of 40% 
and 21°4% for the two types of operation. In five personal cases the gross mortality 
was 20%. 

4. When the thrombosis is limited to the ovarian veins, the mortality should not 
exceed 10% provided the operation is performed early, as compared with 25% when 
other vessels are involved. 

5. Operation should be undertaken as soon as a positive diagnosis can be made, 
which is assumed whenever a worm-like mass can be palpated at the outer portion 
of the broad ligament in patients suffering from rigors and a hectic temperature. 

6. Excision of the thrombosed vessels is rarely necessary and should only be 
substituted for ligation when the vessel appears likely to rupture, or is surrounded 
by periphlebitic inflammation. 

7. The transperitoneal is preferable to the extraperitoneal method. It is techni- 
cally easier, affords a much more extensive view of the vessels, and, with proper 
precautions, scarcely increases the likelihood of peritoneal infection. 

8. The vaginal route suggested by Taylor, Latzo, and others is applicable only 
to a small class of cases in which the thrombotic process is limited to the vessels 
of the broad ligament. As such a diagnosis cannot be made, the author considers 
that laparotomy should be done in all cases in which interference in indicated. 

The technique carried out by the author is as follows :— 

The abdomen is opened by a moderately large incision with the patient in the 
Trendelenburg position, the intestines are packed off and a satisfactory view 
obtained of the pelvic contents. The tubes and ovaries are carefully examined and 
the outer ends of the broad ligaments carefully palpated, after which the infundi- 
bulo-pelvic ligaments should be followed to their pelvic insertion, and the course of 
the ovarian veins mapped out above that point. The lateral and posterior portions 
of the pelvic wall should then be palpated in order to determine whether the hypo- 
gastric veins are also involved. If the slightest trace of hardening be detected 
along the course of any of the vessels, the existence cf thrombosis should be 
assumed and preparations made for ligating or excising the affected vessel or vessels, 
If only one ovarian be involved, the peritoneum covering it should be incised and 
the vessel carefully palpated in order to determine the location of the central end 
of the thrombus; a single ligature (chromicized catgut) should then be applied well 
above it. Its point of application will depend upon the extent of the process, so 
that in some instances the ligature may be applied first above the pelvic brim, while 
in others it may have to be placed at its central end, just before it enters the vena 
cava or renal vein, according as the right or left side is implicated. 

If the process is limited to the ovarian vein the peritoneum over it is united 
by a continuous suture and the abdomen closed. 


If one or both hypogastrics appear to be involved, steps should be taken to 
expose and ligate these vessels before closing the peritoneal incision over the 
ovarian vein. For this purpose, after extending the lower end of the incision 
somewhat backwards and downwards if necessary, the index fingers of either hand 
should be inserted into its lower end, and passed down into the connective tissue 
along the pelvic brim; upon drawing them apart, so that one finger approaches 
the infundibulo-pelvic ligament, and the other the sacro-iliac joint, the iliac vessels 
come into view. These manipulations should be continued until the bifurcation of 
the common iliac becomes apparent, so that the external and internal iliac arteries 
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can be clearly differentiated. The hypogastric vein on either side will then be 
found lying below and somewhat to the right of the internal iliac artery, so that 
the latter must be displaced before the former becomes accessible. This is accom- 
plished by drawing the artery to the left by means of the fingers or a suitable 
retractor, so that if it is desired to expose the right hypogastric, the right internal 
iliac artery should be retracted towards the midline, while on the left side the 
artery should be retracted laterally. When the hypogastric vein has been properly 
exposed, the ligature should be applied by means of a blunt aneurism needle, as 
close as possible to its point of junction with the external iliac vein, and the 
peritoneal incision closed by a continuous suture. Great stress is laid on securing 
the best possible exposure before applying the ligatures. J. B. Banister. 


Placenta Previa. 

O. Pankow (Zeitschr. f. Geb. u. Gyn., Bd. lxiv, Ht. 2). Pankow deals with two 
points: (1) the desirability of a correct anatomical nomenclature; (2) treatment by 
Cesarean section. 

(1) The corréct division of the uterus into the body, lower uterine segment 
(isthmus) and cervix has been placed on a firm basis by Aschoff. Normally, the body 
alone serves for the attachment of the placenta; the mucous membrane of the lower 
segment undergoes decidual change and serves for attachment of the membranes 
whilst the mucous membrane of the cervix undergoes no change. In abnormal cases 
the lower segment, wholly or in part, may give attachment to the placenta. The term 
placenta previa simplex is proposed for cases in which the placenta encroaches only 
slightly on the lower segment, and placenta previa isthmica for cases in which the 
whole or greater part of this region contains the placenta. Good drawings are given 
of a uterus with the placenta in position, from a fatal case of placenta previa, in 
which the relation of the placenta and membranes to the various parts of the uterus 
was clearly demonstrated by microscopical sections. 

(2) Czesarean section is the best treatment for certain cases, and should always be 
used in cases where the placenta is situated chiefly in the lower segment; details of 
8 cases are given. A discussion on the relative merits of abdominal and vaginal 
Cesarean section concludes the paper, the evidence being strongly in favour of the 
former. E. H. 


Delayed Delivery in Central Placenta Previa. 

N. I. Sprices (Zancet, 1909, Vol. 1, p. 1171) treated a case of central placenta 
previa in a 13-para aged 40, who was in labour at the eighth month, and had been 
flooding so freely that the radial pulse could scarcely be distinguished. The os was 
dilated to the size of a five-shilling piece, there were no pains, and it could not be 
determined in which direction the nearest edge of the placenta lay. A saline rectal 
injection was administered and one drachm of liquid extract of ergot was given. 

A hole was scratched through the placenta and bimanual version was performed. 
Very slight bleeding accompanied perforation of the placenta. The membranes were 
then ruptured and a leg was brought down. After waiting eight hours the hole in 
the placenta was enlarged and the child was delivered by traction on the leg. The 
placenta was retained by the irregularly contracted uterus, and was removed 
manually. The child was born dead: the mother recovered. 

Frank E. Taytor. 


Oligo-hydramnios with Pes Varus Congenitus. 

M. MeKertrscHiAnz, Tiflis (Monatss. f. Geb. u. Gyn., Bd. xxix, Heft 1), reports a 
case of deficient liquor amnii in which, in the posture assumed in the uterus, the 
child’s left lower leg and foot were rotated inwards, and the right foot rested on the 
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dorsum of the left and bent the latter out of shape. In connection with this case, 
the author discusses oligohydramnios and its effects upon the foetus and mother, 
its frequency and its causes; the normal quantity of the liquor amnii and its 
variations during pregnancy, and finally adds some remarks upon polyhydramnios. 


Caput Obstipum Musculare (Wryneck). 

Paut Rertie (I.D., Halle, 1909, Muenchener m. Wehns., No. 15, S. 775) asserts 
that instances occur of caput obstipum musculare of intrauterine development and 
therefore actually congenital. It has not, as yet, been ascertained to what factor 
they owe their development, but it is probable that the etiology of these cases is 
not always the same. Injuries such as lacerations and ruptures of muscular tissue 
may under certain conditions be followed by wryneck, which may also be caused 
by myositis fibrosa due to traction and extension of the muscles. The development 
of caput obstipum owing to hematogenous infection of one sternocleido-mastoid is 
absolutely unproved and is by no means probable. From the results of his personal 
researches Rettig has no hesitation in calling the process a myositis fibrosa which, 
beginning long before birth, has made successive attacks on the affected muscle. 


J. J. M. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNXCOLOGICAL SECTION. 
Meeting held May 13th, 1909, The President, Dr. HERBERT SPENCER, in the Chair. 
Dr. T. W. Epen read a paper on 


Tue Operative TREATMENT OF RupTURE OF THE UTERUS, WITH AN AccouNT OF THREE 
Cases TREATED BY ABDOMINAL HysTERECTOMY. 


which appeared in full in the June number of the Journal (p. 368). 


Dr. Lionet SmitH read a paper on 


RupTuRE OF THE UTERUS, 
which also appeared in the June number (p. 382). 


The President (Dr. Herpert Spencer) said that, in considering the question of 
treatment, it was to be borne in mind that, although rupture sometimes occurred 
spontaneously and in careful hands, it arose for the most part in bad and dirty 
midwifery practice, and consequently the tisues were often bruised and infected, and 
many would die, however they were treated. He showed ten specimens of rupture 
from the museum of University College Hospital. In two of the cases abdominal 
hysterectomy had been performed, with a fatal result in each case from shock. Only 
one of the ten cases was a suitable case for supravaginal hysterectomy. Total 
hysterectomy was indicated in those cases which required the removal of the uterus, 
but in his opinion these patients were usually too much shocked to stand removal 
of the uterus by the abdominal route. He thought there should be no difficulty in 
controlling hemorrhage after vaginal hysterectomy. He did not think Dr. Eden 
had made out a case for abdominal supravaginal hysterectomy as a routine method 
of treatment in complete cases of rupture of the uterus, and still less for cases in 
which the peritoneum was not involved. 

Dr. Hvusert Roserts related four cases of rupture of the uterus which had come 
under his care. The first of these was treated by plugging the rent, and she 
recovered. In the.second and third cases the abdomen was opened and the rent 
sewn up with silkworm-gut sutures. One of these recovered, and three years later 
was safely delivered of a full term child at Queen Charlotte’s Hospital. The fourth 
case died very soon after delivery, before it was possible to attempt any treatment. 
As to treatment, Dr. Roberts thought no hard and fast rule could be adopted. 
Packing might be advised in those cases where the rupture was incomplete, or the 
patient’s condition so grave that abdominal section was out of the question. In 
other cases he thought the abdomen should be opened, but was of opinion that 
closure of the rent by sutures with drainage by gauze into the vagina would yield 
equally good results as removal of the uterus. 
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Dr. Drummonp Rosinson stated that he had five cases of ruptured uterus under 
his care. One patient died shortly after rupture had occurred. In two cases the 
rupture was discovered after the delivery of the child. In both of these cases 
gauze-packing was employed, and they both recovered. In two other cases the foetus 
was still in the uterus when the rupture was discovered, and abdominal hysterec- 
tomy was performed. Both patients died. The speaker was surprised that others 
had not alluded to this class of rupture in which the foetus is still in the uterus, 
and delivery by the vagina is contra-indicated. He thought that in cases of this 
kind there was no option but to perform abdominal section and at the same time to 
remove the uterus. 

Dr. J. S. Farrsarrn said he could speak only from a small experience of about 
six cases, in which, however, the three methods of plugging, suture of the rent, and 
abdominal hysterectomy had been tried. He thought that there was a place for all 
these forms of treatment, and that what should be aimed at was some means of 
recognising the cases suitable for each method. He had had three cases in which 
no operative treatment was done, two of which made as straightforward a recovery 
as any uncomplicated labour case. In one of them there was a rent through the 
posterior wall of the uterus which admitted three fingers, but there was no bleeding 
and a gauze plug was all that was required to prevent intestinal prolapse. In 
another case there was an extensive laceration into the left broad ligament, large 
enough to admit the whole hand, but not communicating with the peritoneal cavity. 
Nothing at all was done, and the patient made an uninterrupted recovery. A third 
case in which plugging was tried died in 24 hours. In the case in which hysterec- 
tomy was done, the child, which had been lying transversely, had escaped into the 
left broad ligament, and the placenta had been extruded into the peritoneal cavity. 
Both child and placenta had been delivered by the outside practitioner before the 
patient was admitted. She was suffering profoundly from shock and was bleeding, 
so the abdomen was opened. The posterior layer of the broad ligament was torn 
into shreds, the ureter remaining as a bridge, and the uterine rent was so ragged 
that no other course than hysterectomy was practicable. This patient died a few 
hours later, as also did one mentioned by Dr .Lionel Smith, in whom partial suture 
of the rent and drainage was tried. These few cases exhibited such differences in 
symptoms that no one form of treatment would have been suitable in all. 

Dr. Epen and Dr. Lionext Smitu replied. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting held at Manchester, April 23rd, 1909, Dr. J. W. Martin (Sheffield), 
President, in the Chair. 


Dr. H. Brices (Liverpool) showed two specimens of hematometra, due to men- 
strual retention from congenital stricture of the cervix. In each case there was also 
bilateral disease of the appendages. In one specimen the cervix was patent for an 
inch; the whole of the uterine cavity was involved and contained one pint of dark, 
fluid blood. In the other specimen the uterus was septate, the left half was 
obstructed, and its cavity contained one and a half ounces of fluid blood. The 
patients were single women, aged 35 and 32 respectively. There had been primary 
amenorrhea in both. The interior of the right half of the septate uterus of the 
second patient was normal in length. Each patient had complained of increasing 
pain; in the earlier days it was regularly intermittent, but never monthly ; latterly it 
had been irregular and at shortening intervals. The operation in each case consisted 
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in the separation of universal adhesions, removal of both appendages, together with 

supravaginal hysterectomy. The specimens demonstrate the advisability of opening 

the abdomen in all cases of menstrual retention with complications. The interior of 

the uterus had lost its characteristic epithelium, the glands had gone, and the uterine 

walls were fibrosed. In the case of the septate uterus it is remarkable that the 

occluded cavity should have menstruated whilst the patent cavity did not menstruate. 
Dr. A. Donatp (Manchester) read the notes of 


A Case or BrnateraL Petvic ABSCESS DURING PREGNANCY, 


which is reported in full in the Journal (p. '35). 

Dr. J. H. Witxierr (Liverpool) described a case of Cxsarean section and abdom- 
inal panhysterectomy for carcinoma cervicis, complicating 74 months pregnancy. The 
patient was 34 years of age. She had had four children and one abortion at the 
third month. The youngest child is a year old. All the labours were natural. 
Menstruation was always regular. The last period commenced on July 13th, 1908, 
and lasted seven days. In August she first noticed slight bleeding on coitus, and 
irregular hemorrhage occurred at intervals subsequently, but it was not until January, 
1909, that she sought advice, on account of an offensive yellow vaginal discharge, 
occasionally blood-stained. She had lost flesh considerably. On admission to the 
Hospital for Women, February 26th, 1909, she was a stout florid woman. The 
pregnant uterus reached a point midway between the umbilicus and the xiphisternum. 
The posterior lip of the cervix was the seat of a hard papillary growth, pale in 
colour, contrasting markedly with the livid, softened, anterior lip, which was not 
involved. There was an extremely offensive watery discharge, and the growth bled 
readily when touched. The mobility of the cervix was unimpaired. On March 9th, 
the abdomen was opened, a living child delivered and the panhysterectomy performed. 
Wertheim’s clamps were used, but, as no enlarged glands were to be found, removal 
of the very abundant cellular tissue was not attempted. An uneventful recovery was 
made. The premature child weighed 4 lbs. 15 ozs.; it was incubated for three weeks 
and fed artificially. It was gaining weight when it left hospital at the end of 
four weeks, but it died two days after its arrival home. Microscopically, the cervical 
growth is a squamous-celled carcinoma, and from the degree of degeneration and 
necrosis of epithelium, as shown by its faintly staining character, and the absence of 
nuclear changes, one may assume it is not of a very active type. 

Dr. Liuoyp Roserts (Manchester) considered that, in the interests of the child, 
the operation should have been postponed for two or three weeks. 

Dr. W. K. Watts (Manchester) thought that it would have been better to have 
freely removed the pelvic cellular tissue. 

Dr. Grimspa.e (Liverpool) agreed that it was usually easier to remove the preg- 
nant than the non-pregnant uterus. On the other hand, he believed that the cancer 
was more liable to recur early in the former cases. 

Dr. W. Buarr Bett (Liverpool) read the notes of a case of puerperal septic 
thrombosis of the ovarian veins which was reported in full in the last number of the 
Journal (p. 396). 

In the discussion which followed, Dr. H. Briccs and Dr. Arcuipatp DonaLp 
expressed the opinion that the operation was useless. 

Dr. ArcHiBpaALD Donatp read a short note on 


Gauze DRAINAGE IN CERTAIN Cases OF PUERPERAL SAPRAMIA, 


which appears as an original article in this number of the Journal (p. 32). 

Mr. Mies H. Puruips, in supporting Dr. Donald’s contention, mentioned a case 
in which the patient, when seen on the fifteenth day of the puerperium, was found 
to be suffering from mercurial poisoning. The history showed that the puerperium 
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had been normal until the ninth day, when the lochia, which had been scanty for 
a few days, was noticed to be offensive. The uterus had been washed out with a 
solution of mercuric chloride (1 in 1000); this had been repeated on two occasions, 
although the lochia had quickly lost its offensive odour. When examined these were 
typical symptoms of mercurial poisoning, no evidence of septic infection and the 
uterus, which was so acutely anteflexed that the cervix could only be reached with 
difficulty, contained a little odourless fluid. Suppression of urine followed, and 
death occurred eleven days later. At the autopsy there was extensive ulceration of 
the large bowel and other changes characteristic of mercurial poisoning. It was 
surmised that a pool of decomposing lochia had been replaced by a pool of strong 
mercurial solution, from which a fatal dose had been absorbed. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting held Vriday, May 21st, 1909, the President, E. H. Twerepy, FV'.2.C.P.1., 
in the Chair. 


Sectional Secretary—Henry Jevvett, M.D., ¥.R.C.P.1. 


EXHIBITS. 


The Prestpent exhibited specimens of fibroids, with red degeneration, removed 
six weeks after delivery. The woman had been sent to him six months pregnant, 
and with a large myoma. He kept her over two months in hospital. He induced 
labour at full term. The child was dead. On the third day her temperature and 
pulse rose, and on the fourth day the temperature reached 103°. There was great 
tenderness of the abdomen, and he became very uneasy about the case. He asked 
Sir William Smyly to see her in consultation on the fifth day with a view to imme- 
diate operation. Sir William advised postponement of the operation, and the woman 
gradually became better. When her temperature became normal he removed the 
tumour by supra-vaginal hysterectomy. It showed in a very characteristic manner 
red degeneration, which was a disease that apparently very rarely occurred save in 
pregnancy. High temperature was a constant symptom of red degeneration; and 
this he thought might arise apart from a germ invasion, and be due to absorption 
of toxic matter found in the degenerating myoma. 

Dr. Pureroy said the change noticed in one of these tumours was one of the 
least common forms of degeneration, and one of which they knew least. He was 
not quite convinced that the temperature was due to the red degeneration. He was 
inclined to think that it was connected with a certain degree of localised sepsis. 

Dr. Jextetrt said he was watching a patient who came to him six months pregnant 
with a large myoma below the fcetus, filling the pelvis. The patient had been going 
on very well since. In such a case, where there was a large myoma on the posterior 
wall of the uterus, filling the hollow of the sacrum, and in which the cervix was 
jammed above the symphysis, he would like to know how long Dr. Tweedy would 
allow her to remain labour. Sometimes tumours that were firmly impacted did get 
drawn up, but in this case it seemed rather hopeless to expect the tumour to do so. 

Dr. Row etre said there were certain points about red degeneration which were 
fairly fixed. It was commonly found associated with pregnancy, and seldom in other 
conditions. In almost every myoma associated with pregnancy which he had seen 
there had been more or less red degeneration It was certainly a necrotic change of 
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some sort, as the tisue failed to stain. In pregnancy the entire tissue of the uterus 
was in a highly vascular condition, and something interfering with the blood supply, 
causing stasis in the veins, might cause a diffusion of blood pigment. There was no 
doubt that in some cases the red degeneration might give rise to temperature, as it 
was liable to be affected by septic or putrefactive organisms. 

The PrestpEnT, in reply, said the myoma were chiefly situated on the fundus, 
but also encroached on the lower uterine segment. It was only when he became 
convinced that the growth had undergone degeneration that he determined not to 
let her run the risk of another pregnancy. He thought Dr. Jellett’s case was plain 
sailing. His patient should not be allowed even to fall into labour. He should 
calculate the time of full term, and perform Cesarean section. After removing the 
child it would be easy to remove the uterus. The myoma was almost certain to 
degenerate if she was allowed to fall into labour. He thought there was a toxin 
that could raise the temperature apart from germ invasion. 


Dr. Pureroy read a paper on 
Some PatHotocicaL ConDITIONS OF THE URETHRA. 


Dr. FrrzGisson recalled a case in which treatment consisted of passing a probe 
up the urethra, with some cotton wool on the end, and either an antiseptic or some 
form of caustic applied to the cavity, out of which from 20 minims to half a gram 
of pus could be squeezed. It gradually healed after three or four months, though he 
had no doubt that it would have been cured quicker if radical methods could have 
been adopted. 

Dr. Je.ietr said he thought that, if possible, in cases of urethral cysts one should 
try to get away all traces of the cyst wall, and bring the mucous membrane over it, 
as by so doing there would be a better chance of a permanent result at one operation. 

The Prestpent said the difficulty of dissecting out an abscess cavity without 
infecting the raw surface was very great, and he thought Dr. Purefoy’s plan was 
perfectly surgical. He had seen a condition that Dr. Purefoy spoke of incidentally, 
but he had not seen it described—an ulceration around the urethra that ran down 
towards the posterior fourchette. It was absolutely indolent, and occurred in elderly 
women. It was completely cured by incision, but no other remedy that he knew of 
could cure it. 

Dr. Pureroy, in reply, said Dr. Jellett’s method was theoretically the better one, 
but it was not always the best in practice. Howard Kelly treated such a case in 
the radical way, and had to deal with a fistula afterwards. 


Dr. Sotomon read a paper entitled 


A Case ILLustraTING THE Tox#MIA OF PREGNANCY CoMPLICATED BY RupPTURE 
oF THE UTERUS, 


which appears as an original article on p. 29 of this number of the Journal. 

The Prestpent said he did not remember a case that bristled with so many 
points of interest as this one. How was it that in one case a dead fcetus could lie 
in the uterus and not do any harm, whereas in another case the death of the foetus 
was followed by severe toxic symptoms, and how was it that in eclampsia the fcetal 
death was considered of favourable omen? The case was remarkable in that ascites 
arose as a consequence of the toxin, which he thought showed that the liver had 
been involved rather than the kidneys. The elucidation of such cases would require 
the services of a physiological chemist, and showed the deficiency in that respect of 
our hospitals. Dr. Solomon’s case gave positive proof that there was a toxin present 
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within the uterus, although the statement had never been accepted. There was a 
great future for the hospital that could spend money on a special department to 
take such cases in hand and investigate them thoroughly. He had thought it 
required a tight plug in the vagina to cause a rupture of the uterus. This case 
proved that they could not artificially dilate a cervix; they tore it, but very few 
were aware that they did so. He had never examined a woman whose os was 
artificially dilated without finding a cervical tear. 

Dr. Asus thought chloasma might be due to some form of toxemia. 

Dr. FrrzGisson recalled a case in which rupture of the cervix extending into the 
lower uterine segment was found about an hour after delivery, though there had 
been no previous indication of the rupture. 

Dr. Jecnett suggested that the cervix was probably in a condition of abnormal 
softening, in which state it would easily tear. It had been stated that if one found 
a cervix torn it was proof that the woman had been delivered artificially, but he had 
seen a patient who had never had a full term child, and never had an operation of 
any kind, in whom the cervix was torn. 

Dr. Pureroy recalled his record of a case in which a lady received a large bila- 
teral tear, as a consequence of the birth of twins that were so small that his ring 
fitted on to their wrist. He had recorded it as a positive proof that the cervix 
could tear independently of instrumental delivery. He had never seen a cervix 
artificially opened without tearing. In Dr. Solomon’s case the cervix was not soft. 
His experience was that it was the hard cervix that tore. 

Dr. Sotomons, in reply, said he had seen a good many cases where patients had 
said they had never had instruments, and yet the cervix had been torn. He thanked 
the speakers for their remarks. 
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REVIEWS OF RECENT BOOKS. 


Tue Mepican Annuat: A Year-book of Treatment and Practitioner’s Index, 1909. 
Twenty-seventh year. Bristol: John Wright & Sons, Limited; London: 
Simpkin, Marshall, Hamilton, Kent & Co., Limited. Demy 8vo. pp. xcvi+ 
744, +168 advertisements, with liv plates and 159 illustrations in the text. 
Price 8s. 6d. 

By the use of a thinner and more expensive paper the Editor of this well-known 
and extremely useful work of reference claims that he has been able to increase 
the number of pages without making the book too ponderous. The body of the 
work is divided into Part I—A Dictionary of Materia Medica and Therapeutics 
which, extending to 103 pages, not only reviews the effects of drugs recently intro- 
duced, but comprises important articles on seropathy, opotherapy, Béraneck’s tuber- 
culin, opsonins and vaccines, radio-therapeutics, electro-therapeutics including ioni- 
zation, phototherapy, the use of radium, x-ray diagnosis and x-ray treatment. 
Part II.—A Dictionary of Treatment, commences with some brief general reviews 
of the recent treatment of various groups of diseases, after which the individual 
morbid conditions and branches of surgery are dealt with in alphabetical order. In 
Part ITI, various questions in Sanitary Science are discussed, and also recent Legal 
Decisions affecting medical men and the Public Health. The editor devotes 32 
pages to the work being done by inventors and manufacturers in regard to new 
appliances and preparations, and the remainder of the work includes a list of the 
books of the year, directories of asylums, sanatoria, and other institutions, a list of 
the Principal British Spas, an Official Directory; lists of Educational Vaccination 
Stations, of Medical and Scientific Societies, of Medical Trades, and of Life 
Assurance Offices. 

Of the thirty-seven names of contributors on the title page six are American, one 
(Béraneck) Swiss and one (Lucas-Champoniére) is French. One cannot but be 
struck with the apparent inequality of the amount of text (and illustration) given 
to different subjects, but this must depend on the amount of work done in various 
directions during the year, and as regards Obstetrics and Gynecology Dr. Victor 
Bonney explains that the year 1908 was singularly unproductive of original work. 
On many gynecological conditions, there is little more information than small print 
references to previous volumes (in one instance, at all events, as far back as 1898). 
But under the headings Labour, Pregnancy, Puerperal State and Diseases of the 
Uterus, the chief obstetrical questions raised during the year have been adequately 
dealt with, and references given to the more important articles published, and in 
the articles on Abdominal and Urinary Surgery and the special articles in Part I, 
there is much to interest all our readers. Many of the plates are coloured, others 
stereograms, and generally the illustrations are very good. There are a few errata, 
chiefly in proper names and references, in which our own readers must know they 


are particularly likely to occur. We can heartily recommend the book as a most 
useful work of reference. 





